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minimum risk __ ‘SULPHATRIAD’... 


compound sulphonamides 


The solubility in the urine of three sulphonamides administered together is considerably 
greater than that of one sulphonamide in the same total dosage. The risk of crystal 
deposition and its attendant danger of renal damage has been largely overcome by the use 
of such mixtures of sulphonamides. 


The bacteriostatic activities of the three components of ‘ Sulphatriad ' brand 
compound sulphonamides are additive, whereas the danger of crystalluria is only 
as great as if each component had been administered separately in the same partial dosage. 


*SULPHATRIAD ° is supplied as follows 
Tablets: containers of 25, 100 and 500 x 0-50 gramme 
Suspension: containers of 4 and 40 fl. oz. 
(each tablet or each fluid drachm of suspension contains sulphathiazole 0185 gramme, 
sulphadiazine 0-185 gramme, 


@ sulphamerazine 0-130 gramme) 
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Yash Poisoning 


KAYLEN F 


for Indiscretions of Diet, Diarrhoea, Food 
Poisoning, Acute Colitis, andin all conditions 
due to toxic absorption from the bowel. 


KAYLENE=-OL 


should be given in cases where a 
mild laxative actien is desired 


Samples and literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2 


Sole Distributors: ADSORBENTS, LTD. 
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Lifelessness 


APATHY or lifelessness are symptoms commonly observed in debility states but 


despite clinical tests, the cause often remains obscure. These are the circum- 


stances in which the possibility of conditioned B-avitaminosis may be considered. 


A preparation containing all B-Complex factors, 

*‘ Bepcex ’ will speedily resolve doubts on the ’ Be lex : 
vitamin aetiology of symptoms, and restore any Pics Mark 
deficiencies that have arisen. ELIXIR and CAPSULES 


—— 
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Nutrition. 


THE ANSWER TO MODERN DIETARY PROBLEMS 


There is evidence that the reduced daily calorie intake of the nation, 
resultant upon the lower quantitative and qualitative food standards 
of to-day, has a tendency to be a contributory cause of asthenia. 
The physician rightly seeks a corrective for this condition, especially 
in patients where an examination reveals nervous instability, 
lassitude and weakness arising from a deficiency of vitamins and 
mineral constituents. 

* Supavite ’ Capsules, by providing a balanced ration of vital food 
factors—vitamins A, B,, B,, C, D, E and Nicotinamide, together 
with Iron, Calcium and Phosphorus, enrich the depleted tissues 
and fluids and encourage the restoration of bodily health. 


©. Cingiot SUPAVITE..... 


THE ANGIER CHEMICAL CO. LTD. 86 CLERKENWELL RD., LONDON, E.C.! 
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A+D+CALCIUM 


Though only nine months old, Adexolin with Calcium Tablets 
have earned a name for themselves. That name is ADEXOCAI 
a simpler title, and one that will avoid confusion with thei 
older brother, Adexolin, on prescriptions. For those patients 
susceptible to summer colds and chills, Adexocal Tablets a 
well worth prescribing. And at all times, a course of Adexocal 
makes a sound routine for convalescents, and for expectant 


indi nursing mothers 


ADEXOCAL tablets 


Bottle of 50, 3 4d. pl 


less usual professional discount 





GLAXO LABORATORIES LTD., GREENFORD, MIDOLESEX BYRon 3434 
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BUTTERWORTHS 


Latest Publications 








BRITISH SURGICAL PRACTICE 


Edited by Sir Ernest Rock CarLIna, F.R.C.S., F.R.C.P., Consulting Surgeon, 
Westminster Hospital, and Sir James Paterson Ross, K.C.V.0., M.S., F.R.C.S., 
Surgeon and Director of Surgical Clinical Unit, St. Bartholomew's Hospital, 
London. In eight volumes and Index. {3 per volume. Index {1. Postage and 
packing extra 

“ The now completed work is a worthy and comprehensive survey of British 
surgery, and will take its place, easily and naturally, as the standard reference 
book in this country.” —The Lancet. 


MODERN PRACTICE IN INFECTIOUS FEVERS 


1951. Edited by H. STANLEY BANKS, M.D.GLAS., M.A., F.R.C.P., D.pH., Senior 
Physician to the Park Hospital, London; Lecturer in Infectious Diseases, the 
Medical College, St. Bartholomew's Hospital, University of London. In m 
volumes. Fully illustrated. £§ per sel. 

This is the latest volume in Butterworth’s Modern Practice Serie 


SYSTEMIC OPHTHALMOLOGY 
Ready shortly. Edited by ArNo.p Sorssy, M.D., F.R.c.s., Surgeon, Royal Eve 
Hospital, London. Pp. 800 approx. Fully illustrated. 845 
This book is essentially a summary of established knowledge, and current 
teaching and aspirations. It is intended to serve the expert physician, as well 





as the expert ophthalmologist 


MODERN TRENDS IN NEUROLOGY 
1951. Edited by ANTHONY FEILING, M.D., F.R.C.P., Senior Physician, Neuro 
logical Department, St. George’s Hospital, and Maida Vale Hospital for 
Nervous Diseases, London. Pp. 682 + Index. 245 illustration 63 
\ newly-published work in Butterworth’s Modern Trends Series 


GENETICS IN OPHTHALMOLOGY 


19$1 By ArNo_p Sorspy, M.D., F.R.C.S., Surgeon, Royal Eye Hospital 
London. Pp. 268 Index. 233 illustrations. 12 colour plate 425 

In this new work—the first systematic study in English of the genetics of eve 
disease—stress is laid on new developments. An important contribution to 
accurate diagnosis and prognosis. 


MEDICAL TREATMENT Principles and their Application 
1951. Edited by Grorrrey Evans, M.D., F.R.C.p., Consulting Physician, St 
Bartholomew’s Hospital, London. Pp. 1424 Index. 48 illustrations. £5 $5 
“ Likely to prove a standard work of reference for doctors throughout the 
world we welcome a book that deserves, and is sure to receive, an 
enthusiastic reception. —T/e Lancet 





BUTTERWORTH & CO. (PUBLISHERS) LTD. 
BELL YARD :: TEMPLE BAR :: LONDON, W.C.2 
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TEXTBOOK{OF OBSTETRICS 
By JOHN FP. CUNNINGHAM, M.D., M.A.O., F.R.C.P.L., F.R.C.O.G., Protessor ot 


Obstetrics and Gynxcology, University College, Dublin. Der 8VvO 5 pages 
408. 











297 illustrations 


TEXTBOOK OF VENEREAL DISEASES 
By R. R. WILLCOX, M.D. “ This book can be thoroughly recommended 
Practitioner. Demy 8vo. 440 poges. 154 illustrations. 7 coloured plates 328. 6d. 


COMPLETE OUTLINE OF FRACTURES Third Edition 
By |. GRANT BONNIN, M.B.. B.S.. F.R.C.S. “ 1 comprehensive textbook ot 


fracture surgery.” —The Lancet. Medium 8vo. 670 pages. 712 illustrations 428. 


HAY FEVER: A KEY TO THE ALLERGIC DISORDERS 
By JOHN FREEMAN, D.M. Crown gto. 314 pages. 70 illustrations 


ivailable 


ASTHMA 

By CLEMENT FRANCIS, M.A., M.B.. B.Ch.. M.R.CS.. L.R.C.P * ‘This 
interesting and practical little book worth the attention of the general practitioner 
Medical World. Crown 8vo. 50 pages. With illustrations and 2 coloured plates 


Paper covers ss 


THE TREATMENT OF VARICOSE VEINS 
By 8. M. RIVLIN, M.R.C.S., L.R.C.P This balanced, up-to-date statement ot moder: 


knowledge and treatment recently won the Gold Medal of the Hunterian Societ 
Crown 8vo. 60 pages. 3¢ illustrations Ready shortly Approx. 128. 6d 





IN STOCK 


OCCUPATIONAL EYE DISEASES AND INJURIES 


By JOSEPH MINTON, F.R.CS. “ a book which every industrial medical depart 
Virror. Demy 8vo. 176 pages 30 illustrations 


ment should Possess : Nursing 
218. 


2 coloured plates 


HINTS ON PRESCRIBING 
By |. B. PRIMMER, M.B., Ch.B., D-P_.H. Crown Sve 2 pages d. Paper 
38. 6d. 


covers 


{ion 


THE RHEUMATIC DISEASES Vhird L:diti 
By G. D. KERSLEY, M.A., M.D., F.RC my 8vo. 132 pages. 18 plates. 1§8. 


WAYFARERS IN MEDICINE Second Impression 


By WILLIAM DOOLIN, M.B.. PLRCOS. De . . : » Hlustrations 
218 


WM. HEINEMANN + MEDICAL BOOKS * LIMITED 


99 Great Russell Street. London. W.C.1 
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TO DOCTORS 


who have to 
advise mothers 


on baby feeding 


The meat broths, vegetables and fruits pre 
pared by Heinz for infants of 43 months and 
onwards are more valuable, from the nutritional 
stand-point, than such foods are « 
when prepared at home 
Literature in amplification of this 
statement, and samples, wiil be sent 
on request The form below will 
save your time 
H. J. HEINZ COMPANY LTD 
HARLESDEN, LONDON, NCW 0 
Please send me vour literature on Heinz 
Strained Foods, and samples of the foods 


Signature 


Address 
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Medical Research Council | 


SELECTED PUBLICATIONS 


The Control of Cross Infection in 
Hospitals 
Memorandum No. 11 (Revised 1951) 
Is. 9d. (Is. 10d.) 45, 
A Study of Diphtheria in Two Areas 
of Great Britain 
by P. HartLey and W. J. TULLOCH, with others 
Special Report Series No. 272 
4s. (4s. 3d.) $1 
Report of the Medical Research Council 
for the years 1945-1948 
Cmd. 7846 Ss. (Ss. 4d.) $1.25 
Publications : Sectional 
List No. 12 


A catalogue of the publications of the Medical 
Research Council and their Industrial Health 
Research Board Free of charee 


Government 


Prices in brackets include postage; dollar prices 
are post free in the United States of America 
H.M. STATIONERY OFFICE 
P.O. Box No. 569, London, S.E.1: Edin 
burgh; Manchester Birmingham; Cardiff 
Bristol; Belfast; or through any bookseller 
and BRITISH INFORMATION SERVICES, 
3M Rockefeller Plaza, New York, 20, U.S.A. 














DISCOVERY 


THIS MONTH contains articles on 


High Pressure Chemistry 
F. W. Sawyer, B.Sc., A.R.1 


The Pasteur Institute 


H. O. J. Collier, Ph.D 


The Bower Birds of Australia 
4. J. Marshall, B.Sc., D.Phil 


Matter Moved by Light 


Dr. Gabriel Rabel 


British Amphibia 


4ifred Leutscher 
AND 4 page colour supplement 


Price 16 


JARROLD & SONS, LTD. 
COWGATE, NORWICH 
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—_————— Livingstone’s Latest Publications 


MEDICAL BOTANY 


A Handbook for medical men and all who are concerned in the use of plants 
Pharmacists and Veterinarians 


By ALEXANDER NELSON, B.Sc(Gias.), Ph.D... D Sc (Edin.) 
540 pages 29 illustrations Ws 





Nutritionists, Dietitians 


BACTERIAL AND VIRUS DISEASES DISEASE IN INFANCY AND 
Antisera, Toxoids, Vaccines and Tuberculins CHILDHOOD 
in Prophylaxis and Treatment By RICHARD W. B. ELLIS, OBE. MA, MD 
By H. |. PARISH, M.D FR.CP.E. D.P.H s 
Second edition. 212 pages. 34 illustrations PREP. TO op. HD Gunrcion = 
10s. , 
= os LUMBAR PUNCTURE AND SPINAL 
INCONTINENCE IN OLD PEOPLE ANALGERA 
By JOHN C. BROCKLEHURST. M.D. 208 pp. 8 BR. R. MACINTOSH, M.A., D.M., F.R.C.S(Ed.) 
62 illustrations 30s. 


THE ESSENTIALS OF MODERN SURGERY 


Edited by R. M. HANDFIELD-JONES, M.C., M.S., F.R.C.S., and SIR ARTHUR E. PORRITT KC MG 
C.B.E..M A. M.Ch., FRCS 


64! illustrations 55s 


DA. 162 pp. II! illustrations 2Is 








Fourth Edition 1280 pages 





Please write for a copy of Livingstone's latest complete Catalogue 








E. & S. LIVINGSTONE, LTD., Teviot Place, EDINBURGH, | 























INDEX OF NEW PRODUCTS 
An information Service on New Drugs 


This service provides such details as 








| iC omposition | | Properties | | Dosage | | Contraindications | 





| Storage | | Packing | | Price | Suppliers | 








| Clinical Indications References to the Literature | 





Subscribers for 195! will receive all the cards as they are issued for the current year, a filing cabinet 


(inland subscribers only) and guide cards 
Since the inception of this service in 1949 approximately 260 new products have been dealt with and the 
information is kept up to date by the issue of replacement cards. New subscribers can receive all the 
cards issued during 1949 and 1950 for an additional inclusive fee of two guineas 
A cumulative therapeutic index is despatched to all subscribers every six months together with an index 
of analogous preparations 
These form a convenient cross-reference by classifying products under their therapeutic, diagnostic or 
prophylactic uses and under the headings of non-proprietary chemical or laboratory names, or a name 
accepted by the British Pharmacopaia, or British Pharmaceutical Codex 


Annual subscription £2 2s Full details on application 


Remittance with order is requested 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.! 
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A Medical Exhibition 


Under the management of the Organisers of the 
London Medical Exhibitions (1905-1951) 


will take place at the 


TOWN HALL, LEEDS 


JUNE 4th—8th, 1951 





Visitors will obtain a comprehensive view of the latest developments in 

SURGICAL INSTRUMENTS, Hospital Equipment, Orthopaedic Appliances, Electrical 
Apparatus, Hearing Aids 

PHARMACEUTICAL PRODUCTS, Fine Chemicals, Dietetic Foods, Antiseptics, 
Dressings, etc 

BOOKS and publications covering a wide field 

DAILY from II a.m. to 6.30 p.m. Medical films shown. Refreshments available 
General public not admitted. Invitations sent to all Medical Practitioners in the 
Yorkshire and adjoining County areas. Those not receiving one please apply to 


The Secretary, MEDICAL EXHIBITION, TOWN HALL, LEEDS, |! 
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BLYTHE 


MEDICINE 
ILLUSTRATED 


A Monthly Medical Journal 


THE AIMS OF THE JOURNAL 

ARE TO PRESENT 
(a) Good Clinical Photographs ; 
(b) Authoritative clinical articles of practical 

value ; 
(c) Emphasis on diagnosis and treatment 
ANNUAL SUBSCRIPTION 30s. 
(Specimen copy on request) 





PUBLISHED 
HEART DISEASE IN 
PREGNANCY 


By A. MORGAN JONES, ™.B., F.R.C.P 


With a Foreword by 
PROF. CRIGHTON BRAMWELL, M.D., F.R.C.P 


This concise and clearly written book admirably ex- 
presses modern views on the management of the cardiac 
patient in pregnancy. it is recommended as worthy of 
study by all whose work involves the management of 
such patients-—-general practitioners and specialists 
alike Practitioner March 1951 Price 6s 





READY JUNE /8th 
A BIO-BIBLIOGRAPHY OF 


EDWARD JENNER 


By W. R. LeFANU 
Librarian, Royal College of Surgeons of England 


Records the whole range of Jenner's work from copies 
of his books and unpublished writings at the British 
Museum and many other libraries 


250 pp. SO illus. Crown 4to 
Handsomely bound, limited edition 


Price £4 4s. 
Subscriptions invited 


HARVEY & BLYTHE Ltd. 


212 SHAFTESBURY AVENUE, 
LONDON, W.C.2 








SURGERY 


for men who rely 


on their cars... 


/t pays to say 


for all petroleum products 


ESSO PETROLEUM COMPANY, LIMITED 
36 Quee » Anne's Gate, London. $.W./ 
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CREATION OF 
THERAPEUTIC MISTS 
AND THEIR PASSAGE 
FROM ATOMIZER TO 

LUNGS 


W. E. COLLISON 


A short article briefly and 
comprehensively covering the subject. 
A copy will be posted upon 
request to the Inhalation Institute (no charge. 


Issued by 
THE INHALATION INSTITUTE LIMITED 
87 Eccleston Square, 
London, S.W.1. 


TELEPHONE: VIC 1676 
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A SPENCER Support 
for Intervertebral Disc 


In both conservative and surgical treatment 

of intervertebral disc, application of a back 

support is usually indicated.* 
We invite the surgeon’s 
investigation of Spencer 
as an adjunct to treat- 
ment. Each Spencer is 
individually designed, cut 
and made for each 
patient—after a descrip- 
tion of the patients’ 
body and posture has 
been recorded and de- 
tailed measurements 
taken. Thus, individual 
support requirements 
are accurately met. The 
Spencer Spinal Supports 
shown incorporating 


*Ruptured Inter- 9 : rigid spinal brace were 
pecker oe Re Fes individually designed for 
SS e ‘ both man and woman 


“Journal of Bone ~ ; 
and Joint Sur- patients. Note exterior 


gery,” 29, 429-437 pelvic binder for added 
(April 1947) pelvic stability. 


For further information write to 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 
SPENCER HOUSE + BANBURY + OXON 


Tel. Banbury 2265 


BEWARE OF IMITATIONS. Spencer (Banbury) Ltd. regret the necessity of issuing warning to bewore of copies 
and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure that it is a genuine 
Spencer Support and not a so-called copy 

Spencer copyright designs are original and distinctive and for more than 20 years have been recognised by the 
Medical Profession as a symbol of effective control for abdomen, back and breasts 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE. 
Trained Fitters available throughout the Kingdom 


Copyright; Reproduction in whole or in part is prohibited except with the written permission of S (B) Ltd 
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“IRGAPYRIN’ 


Amidopyrine 15"., Sod. 3,5-dioxo-!,2-dipheny|-4-n- 
butyl pyrazolidine 15°, in 5 c.c. sterile solution 








FOR THE TREATMENT OF 
RHEUMATIC DISORDERS 
AND THE RELIEF OF PAIN 
IN OTHER CONDITIONS 


ANTI-INFLAMMATORY 
ANALGESIC 
ANTIPYRETIC 


In boxes of 5 and 50 ampoules 
Literature on request 


Samples on receipt of signed order 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED 


National Buildings, Parsonage, Manchester 3 
BLAckfriars 9421 5 Telegrams Geigypharm,’’ Manchester 
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Supol 


FOR RAPID AND PROLONGED ANALGESIA 





Welcome and rapid relief from hemor- 
rhoidal pain, rectal congestion and irri- 
tation is provided by SUPOL Supposi- 
tories. Inserted with ease and retained 
with comfort, they possess an analgesic 
action which is immediate and sustained 
SUPOL Suppositories are antiseptic and 
healing, and assist the rectal surfaces in 
natural recovery 


Box of 12 Suppositories free to Doctors on request 
SOLE DISTRIBUTORS 


FASSETT & JOHNSON LTD. 
8, CLERKENWELL ROAD, E.C.! 





Headache 


No matter how obscure the cause 
of a headache, palliative relief is an 
essential of treatment. 
When the pain is removed, undivided 
attention can be given to causative 
factors. In all types of headache, ‘ANADIN’ Tablets provide 
a safe analgesic. 


. 
Rapid in action and particularly weil- A na d in 


: International Chemical Company Lid 
tolerated, their odyne 7 , 
tolerated, their anodyne action 1s Chenies St., London, W.CA 
unattended by depression or nausea 
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Announcing 


AUTERCHOLUN 


A New Approach to the Therapy of 


Hepato-Biliary Disorders 


Rotercholon 
is another product of outstanding therapeutic potency by the 
manufacturers of ROTER Tablets. 


Hotercholon 


combines a powerful cholagogic and choleretic action with biliary 
antiseptic, sedative and mildly laxative effects. Its use provides, in 
effect, a physiological flushing out of the biliary passages, preventing 
stasis, with consequent precipitation of cholesterin, and relieving 
inflammation. 

These properties indicate its value in hepato-biliary disorders such 
as cholecystitis, cholelithiasis, cholangitis and hepatic insufficiency. 
Ample clinical trials have confirmed its value in many previously 
resistant cases. 


Rotercholon 


is completely innocuous and has no unpleasant side-effects 





Medical practitioners are invited to send for further particulars and 
clinical trial supply. 


F.A.1.R. LABORATORIES LTD 


183 HEATH ROAD, TWICKENHAM, MIDDLESEX 
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A Superior 
Antihistaminic 
Preparation 





EFFECTIVE. Diatrin* provides 


the physician with an effec- 
tive means for the prompt 
ae = a = relief of allergic symptoms 
caused by the liberation of 
histamine in the tissues. 

MINIMUM SIDE-EFFECTS. Unpleasant side-effects such 
as drowsiness, lethargy, vertigo, nausea, and vomiting are 
rarely encountered when Diatrin is administered. 


found to 


LOW TOXICITY. In toxicity studies, Diatrin has been 





be approximately one-half to three times less 
toxic than other antihistaminic substances. 


INDICATIONS .. . Urticaria, particularly the acute form; 


Contact 


Hay fever; Allergic vasomotor rhinitis; Atopic eczema and 
dermatitis; dermatitis; 


Neurodermatitis; 


Drug 
rashes (penicillin ete.); Pruritus; Erythema multiforme; 
Vernal conjunctivitis. 


FORMULA NV. 


\-dimethyl-N’'-phenyl- 
- (2-thienvimethyl) ethylenediamine 
monohy drochloride 


Available in sugar-coated oral tablets, 


50 mg. each—bottles of 20 and 250 





William R.WARNER and @. td Cower Road. London WU 4 
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In penicillin therapy 


( ‘DISTAQUAINE? ) 





preparations of procaine penicillin offer the 
following advantages : 


Aqueous, containing neither oil nor wax 
Easy to prepare and administer 
Least possible pain on injection 

Effective blood levels up to 24 hours 
following administration 
Dry syringe unnecessar)\ 


Equipment easily cleaned after use 


* DISTAQUAINE * SUSPENSION vials of 10 mil. (300,000 1.4. per ml.) 
* DISTAQUAINE °* G vials of 300,000, 900,000 and 3,000,000 i.u 
*DISTAQUAINE * FORTIFIED vials of 400,000 and 1,200,000 i.u 


available from 
Allen & Hanburys Ltd British Drug Houses Lid 
Burroughs Wellcome & Co Evans Medical Supplies Lid 
Imperial Chemical (Pharmaceuticals) Ltd 


*harmaceutical Specialities (May & Baker 


4 trade mar the property 


LIVERPOOI 
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A ring at your bell.... 


during the winter months may signify another elderly rheumatoid 


patient seeking relief from pain 

A combination of Acetylsalicylic Acid, 
Phenacetin and Codeine may be your 
Analgesic of choice; this is found in 
HYPON TABLETS, with the addition 
of Caffeine as an anti-depressant and a 
fractional dose of Phenolphthalein to 
overcome Colonic Stasis, a side effect 
so often associated with prolonged 
administration of Analgesics to the aged. 
HYPON TABLETS are well tolerated 
and rapidly disintegrate, thus full thera- 
peutic effect is assured 

HYPON TABLETS are not advertised 
for sale to the public, and are available 
on prescription from Registered Phar- 
macists. 





FORMULA 
Acid Acetyl 
salicy! 
Phenacet 
Caffein 
Codein. Phosp! 
Pp 





| Phenolphthal 
Excip 


) =~ ‘ Each tablet 8 grains 
Literature and samples available on 
request from the Medical Department 

T $ 


TABLE CALMIC LIMITED 


Manufacturing Chemists - CREWE HALL - CREWE 





Indications : all forms of macrocytic anaemia, refractory 
anaemia, hypoproteinaemia, coeliac disease, sprue, 
anaemia of pregnancy and lactation, tuberculosis, 


debility, pre-operative and post-operative 


Brochure supplied on request 


Paines & Byrne Ltd 


Pabyrna Laboratories, Greenford, Middlesex 
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PERAZE 


shoes by START-RITE 


‘Inneraze’ shoes for children are to the 
Orthopedic Surgeon as commercial sutures to the 
general surgeon 
Supplied on medical prescription only, they 
incorporate the necessary surgical alterations for 
the treatment of flat feet (pronation by 
means of in-built wedging. The wedge is an 
integral part of the shoe, and is located between 
the inner and outer sole These alterations are 
uniform avoid shoe distortion and consequent 
uneven wear do not mar the appearance of 
the shoe 
These cross-sections show the built-in The Surgeon is relieved of the necessity for 
wedge in position and the buttressed heel. checking up that the “ alterations " are those that 
The thickness of the wedge is i” or 4” are needed, and of time-consuming supervision 
after each repair 














according to size of shoe 


For names and addresses of the Start-rite 


dealers from whom * Inneraze’ shoes can be The Managing Director, James Southall & Co. Ltd., 
obtained please write to < 


34 St. George Street, Hanover Square, London, W.] 


09999990999 900600055095066565666660556566566006605600600000 





Emergency 
measure.. 


The anticipated effects of glucose as an energiser and restorer are to some extent 


lost if the patient shows a degree of unwillingness to accept it. But the common 
aversion to the sickly, sometimes nauseating, taste of glucose in many of its ordinary 
forms is strikingly absent whenever LUCOZADE is offered. LUCOZADE is so palatable, so 


refreshing, that neither children nor adults ever need urging to take it as prescribed. 


An LUCOZADE 
improved form of glucose therapy 


LUCOZADE LTD *+ GT. WEST ROAD * BRENTFORD * MIDDX 
ere 
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EMENTS 


PEPTIC ULCER THERAPY 


} 
j 


in 


aetiologi« al 


approda¢ h 


FOR THE PAST SEVEN YEARS a hig! 


h proportion of successtul 
results in peptic ulcer has been obtained with an extract from gastro-intestinal 
tissues. This offers a substitution therapy for the regulating substances lacking 


in the stomach and the duodenum in peptic ulce r 


This extract was introduced under the name ROBADEN 


in 1944 alter extensive 
laboratory and clinical research, Since 


then numerous clinic ans have reported 


their successful results on hundreds of peptic ulcer cases in different countries, 


including a large number of ambulatory cases. Now that supplies are more freely 
available in this country, doctors here are confirming the good results reported 


elsewhere. 

ROBADEN is particularly useful in ambulatory cases and symptomatic improvement is 
often evident after the first few injections. The treatment consists in the use of ampoules 
supplied in separate form for gastric and duodenal ulcers ; tabiets are also available 


Full details and clinical references on request 


PRODUCT OF ROBAPHARM LTD 


s agent t Inited King ind Eire 
WARD, BLENKINSOP 
6, HENRIETTA r£as &§ 


Telephone : Langhan 
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For the treatment of the different forms of 


CONGESTIVE HEART FAILURE 


CEDILANID 


Cedilanid (lanatoside C) has been 
shown to possess a higher margin 
of safety than other glycosides of 
digitalis. It is of particular value 
for the intravenous treatment of 
paroxysmal tachycardia and for 
cardiac insufficiency with normal 
or slow rhythm. Available for 
oral, intramuscular and intravenous 


administration. 


DIGILANIEID 


Digilanid contains the initial three 
glycosides of Digitalis lanata 
(lanatosides A, B and C) in a con- 
stant proportion. Its action may 
be compared with that of a fresh 
infusion prepared under ideal 
conditions from freshly gathered 
digitalis leaves; it also has the 
added advantages of purity, stability 
and constancy of action. Available 
for oral, intramuscular and intra 


venous tse 


SC ILLAREN 


Scillaren contains the _ initial 
glycosides of fresh squill (scillaren 
A and Bb). It is particularly 
indicated in cardio-renal  insuffi- 
ciency, and, on account of its 
azoturi¢ action, in preuraemic con- 
ditions. Available for oral and 


intravenous use. 


STROPHOSID 


Strophosid is the initial glycoside 
k-strophantoside, isolated from the 
seeds of Strophanthus kombe. 
Unlike other preparations obtained 
from this plant, it is prepared in a 
erystalline form which guarantee- 
purity and constancy of action 
Strophosid is the drug of choice 
in cardiac emergencies. Available 
only in the form of ampoules for 


intravenous injection. 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


NDOZ =! 34, Wigmore Street, 


London, W.] 
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(c) rvinclla INDIVIDUAI 
~ CORSETRY SERVICE 


For the More Ample Figute 


ae 
LU btainable through Resident Spirella Corset 


leres everywhere, For addresses see Spirella page 
in the Telephone Directory 


Or On application to 


The 
SPIRELLA COMPANY of GT. BRITAIN 
LIMITED 


LETCHWORTH HERTS TEL : LETCHWORTH 159 


AND SPIRELLA HOUSE, OXFORD Cia LONDON, W.! TEL: REGENT 9092 





Whether the individual requirements of the 
diabetic patient call for prompt action or 
prolonged effect, confident control of carbo- 
hydrate metabolism can be achieved with 
one of the A.B. Insulins 


INSULIN A.B. The original unmodified type. 
immediately effective but acting for a relatively 
short time. 

5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 


GLOBIN INSULIN (with Zinc) A.B. A combina- 
tion of insulin and globin which has a slower and 

more prolonged action than Insulin A.B 
5 c.c. vials (40 and 80 units per c.c.) 


PROTAMINE ZINC INSULIN A.B. A suspension 
of insulin precipitated by protamine which is 
absorbed slowly, thus delaying the initial action 
and prolonging the effect for 12 hours and 


.. upwards 
t INSULIN A.B. 5 c.c. vials (40 and 80 units per c.c.) 
/ 


4} 
10 c.c. vials (40 units per cc.) 


—— 
wane 


loint Licensees and Manufacturers 
ALLEN £2 HANBURYS LTD. THE BRITISH DRUG HOUSES LTD. 





—— —_ __ 
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‘ENTEROCID’ 


Phthalylsulphacetamide 











A NEW, NON-TOXIC, ORAL SULPHONAMIDE FOR THE TREATMENT 
OF INTESTINAL INFECTIONS, ESPECIALLY IN CHILDREN 


‘Enterocid’ has the unique advantage of attaining a high 
concentration in the tissues of the gut wall without passing 


into the systemic circulation in significant amounts. 


@ Please write for samples and full descriptive 


literature to the manufacturers 


BRITISH SCHERING LTD. 


229 231 Kensington High Street, London, W.8 
telephone : WEStern 8111 


MIM MMS MMM Key 





ARTERIAL THERAPY 
TENSEDINE 
& te 
TABLETS Schedule IV 


VASODILATOR, HYPOTENSOR, DIURETIC, 
ANTISPASMODIC 





Maa 


REGULATOR OF ARTERIAL TONE 


CONSTITUENTS 
Aminophylline, Acetylcholine Bromide, Liq. Glycer. ‘T'rinit 
Phenobarbitone, Pot. Borotart., Pancreatin 


INDICATIONS POSOLOGY 


Arterial Hypertension, Angw- I'wo or three tablets three 
spasm, Arrhythmia, disturb- times a day, at the commence 
ances of peripheric circulation ment of the principal meals 


BENGUE & Co. Ltd., Manufacturing Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MDX. 
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ELASTOCREPE complies with * PRESCRIBE IT 
the Drug Tariff specification for BY NAME OW ALL 


“Cotton crepe bandage” and 


may be prescribed by name. SCRIPTS WHEN 
COTTON CREPE 

* Three widths are available 

for the N.H.S. 23”, 3" and 4” BANDAGE 


by 5 yards stretched. 1S REQUIRED 


ELASTOCREPE is mace in Lue i by T. J. SMITH & NEPHEW LTD., HULI 


Outside the British Commonwealth, Elastocrepe is known as Tensocrepe 
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Available through the Medical Profession only 


600 


BEREX 


TABLETS 


ee. co nenace ao ere 

FOR DispensinG ONtY 

*ROr PuanmaceuTicat © 
~m poy 


REG. TRADE MARE 


SUCCINATE - SALICYLATE 


THERAPY 


IN THE RHEUMATIC DISORDERS 


Licensed under DOLCIN Patent 
Patented in Great Britain, 642971 
Succinate Therapy is predicated on its role as a physio- 
logical respiratory catalyst correcting the impairment 
in tissue oxidation. Furthermore, succinate obviates 
the toxic effect of salicylate thereby cnabling massive 
and prolonged dosage when indicated. 


Calcium-Succinate 
Each tablet contains :— 
Acetylsalicylic acid 


Available in bottles of 100 and 600 tablets to the medical profession only 
Professional sample and literature on request to : 


BEREX PHARMACEUTICAL CO. 


Medical Department, 109 Jermyn Street, London, §.W.1 
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Camp Abdominal Supports 


Camp Abdominal Supports are designed to balance 
the weight of the heavy figure, with control of the 
upper and lower abdomen, by means of diagonal 
uplift combined with a firm sacro-iliac control 
operated through the Camp dual precision 
adjustments 

Iilustrated : An example from the Camp series of 
basic abdominal designs. 


CAP 
Anatomical Supports 


Ss. H. CAMP & COMPANY LTD. 
i? HANOVER SQUARE, LONDON, W.! 
Telephone: MAYfair 8575 (4 lines) 








BROVONEX A Systemic Treatment 


for Asthmatics 


When attacks are infrequent, or have ceased altogether 
many asthmatics are “ short-winded and become 
breathless and easily fatigued following physical 
exertion 

BROVONEX is designed to enable them to engage 
in normal activities and to take exercise with greater 
ease and without appreciable strain or effort—it is in 
fact an excellent adjunct to Brovon Asthma inhalant 





therapy 

BROVONEX is also a valuable diuretic in cardiac and 

renal oedema 

BROVONEX contains in each fluid drachm 
Caffeine-Sodium lodide 3 grs 
Sodium lodide 2 grs. 
Theophylline Monoethanolamine 2 grs 

Brovonex is supplied in bottles of 3 oz. and 8 oz 
Clinical samples supplied on request. 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN a ' w' LONDON 
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e— INCRETONE == 


With VITAMIN B, 














Stomachic and Tonic Augmented by Vitamin B, 


Incretone is a general tonic to which Vitamin B, has been 
added. The vehicle contains glandular substances pituitary 
and gonads and the bitter tonic principles taraxacum and 


gentian 


Indicated in the treatment of anorexia, asthenia and general 
debility, and is a splendid aid in the convalescent period. 


Supplied in bottles of 6 ounces 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
$$$. London, S.W.1 Tel. Vic. 1282 <= _— - 


CLINITEST 


REOD TRADE MABK 


The one-minute tablet test for detecting urine-sugar 


Doctors and diabetic patients NO EXTERNAL HEAT REQUIRED. The heat is self- 

generated by the tablet. 

CONVENIENT —PRACTICAL All essentials fit into a 

small pocket-size container. 

SPEEDY— DEPENDABLE. The test takes less than 

Test. ‘Cl ad vena one minute but the sensitivity and reliability are 
est, initest’ provides a copper- equal to the other standard qualitative copper 

reduction test with all reagents reduction tests. 

compressed in a single tablet SIMPLICITY. There are three simple steps. Place 

five drops of urine in a test tube, 

add ten drops of water. Drop one 

*Clinitest’ tablet into the solution 

‘CLINITEST’ and the N.H.S. and allow thirty seconds for re- 

ate ' action. Then compare with colour 

*Clinitest ’ sets and refill bottles of tablets comply with scale. 

the official specifications for appliances and reagents for NEW PRICES TO THE PUBLIC: 


urine sugar analysis which may be prescribed on Form EC10 See, including 35 qibiete = 668 
° Refill Botties (36 tablets) 36 








appreciate the advantages of this 
convenient tablet method for 
detecting urine-sugar. Based on the 
same principles as the Benedict 

















Supplies now available through good-class chemists, or from the Sole Distributors {pproved by the Medical 
For full information and medical literature write to . . . 
idvisory Committee 

DON S. MOMAND LTD - 58 ALBANY STREET, LONDON, N.W.1 of the 
Sole Distributors for Ames Company, Inc. Diabetic Association 
A product of Ames Company inc., Elkhart, Indiana, U.S.A. 
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In acute 


or chronic URINARY-TRACT INFECTIONS 


due to a wide range 

of common bacterial 
invaders, ‘ Mandelamine* 
answers the practical problem 
of choosing a quick-acting 
and potent urinary antiseptic, 
to which organisms will 





not develop drug-resistance 
even if therapy 
needs to be prolonged. 





DOSAGE: 3 to 4 tablets t.i.d 
Each enteric coated tablet 
contains 0.25 g. (3} gr 
methenamine mandelate 


*Mandelamine’ is the urinary antiseptic of choice because i 
has six outstanding advantages [. 3 no gastric upset 
@> 20 fluid regulation 

@ ww dietary restriction 


‘MANDELAMINE’ 


@. w danger of drug-resistance 


no accessory acidification 


@> wide range of antibacterial action 


MENLEY & JAMES, LIMITED, 123 COLOHARBOUR LANE LONDON, 5S.E.5 


Mandelanine’ is the registered trade mark of Nepera Chemical Co., Inc., New York 
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This asthma 


puzzie... 


‘“FRANOL/’ is often the answer to one 

side of the Asthma puzzle—the problem of 
symptomatic treatment 

The powerful anti-spasmodics ephedrine 

and theophylline and the sedative ‘Luminal’ are 
combined to provide balanced and effective action, 
both in preventing night attacks and in 

providing daytime control. 

When prolonged treatment is necessary, 
‘FRANOL’ remains continually effective at the 


same dosage and is not habit-forming. 


4 * 
’ R A | 0) Write for detailed 


medical literature. 
Trade Mark 


PRODUCTS LTD., KINGSWAY, LONDON. W.C.2 
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Instrument Repair 
Service 


Now, as for many years, the really specialist 
House in every type and kind is 


POLDEN’S 


Based on extreme thoroughness in work- 
manship, an unsurpassably good service in 
speed is always available. Top priority is 
always given to genuine emergencies. Costs 
are very, very moderate, and the resulting 
doubling, at least, of an instrument's life, is 
an enormous saving. From forceps to stetho- 
scopes, and sphygmomanometers to syringes 
—from A to of all instruments—we 
specialise in repairing and supply new 


RE-PLATING — ENGRAVING 
NEW INSTRUMENTS SUPPLIED 
LARGE STOCKS HELD 
10 BURNEY AVENUE 
SURBITON, SURREY 


Telegrams ‘‘ Surgical, Surbiton"’ 














(esac ame 


he who are interested 
in lodine—1its effects, 
its uses, tts posstbilittes—the 
Uatlean Iodine Educational Bureau 
offers information and advice. 
Reviews of selected aspects of 
todine usage are available, including: 


DETERMINATION OF IODINE IN FOODSTUFFS 


TREATMENT OF INFLUENZ AND THE COMMON 
VORLD GOITTRE SURVEY 


IODINE AND PLANT LIFE 


Every endeavour will be made to meet your 
requests for information. There is no charge 


Chilean Li lodine 


Educational Bureau 


HOUSEF, LONDON, 


* 
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AND PROMOTION OF HEALING 


Remarkable clinical results have been 


| obtained by the use of Cimlac Gauze in the 


treatment of pyogenic infections including those 
resistant to the Sulpha Drugs and Penicillin 
Apart from its value as a bacteriostat, Cimiac 
Gauze provides the bland healing properties 
of sterilised glyco-gelatin which promotes 
proliferation of healthy granulation 


FORMULA 


Aminacrine Hydrochloride 0.1 

Hexylresorcinol. ... 0.1 

Phenylmercuric Nitrate 0.004 
In a Sterilised glyco-gelatin base 


INDICATIONS 


Gravitational Ulcers, Pressure Sores, Car 
buncles, Boils, Wounds, Burns. As a post 
operative dressing in Rectal operations. In 
the preparation of tissue surfaces for skin 
grafts 

At present available only to Hospitals, Private 
Practitioners, and Medical Departments in 
Industry 


Grim 
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“LIVEROID” 


Preparation of Liver 











(NEC ENTHE ) 








A concentrated preparation of 


the uncoagulated juice of liver, 


fortified with iron and glycero- 
phosphates. 


* LIVEROID™ IS EMINENTLY 
SUITABLE FOR THE TREATMENT OF 
Pernicious Anaemia and all 
forms of Megalocytic Anaemia 


characterised by a high colour 
index. 


Normocytic or Secondary 
Anaemias due to loss of blood. 


Microcytic Hypochromic 
Anaemias in which iron therapy 
combined with liver is 
desirable. 


General Debility, Neurasthenia 

or weakness. 

** LIVEROID ” IS PLEASANT TO 

TAKE AND IS EASILY ADMINISTERED 
IN THE CORRECT DOSAGE 


LITERATURE GLADLY FORWARDED UPON REQUEST 





Registered 


THE SAFEST AND BEST PREPARATION OF 
OPIUM 

Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. It has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates. it 
can be given over a considerable period and 

the effect remains invariably constant. 


Packed in 2-oz., 4-oz., 8-oz. and 16-or. 
botties, and for injection in }-oz. rubber 
capped borties, sterile, ready for use. 


(FERRIS ) 


& Co., Ltd. 
BRISTOL 


Telephone Bristol 2138! 
Telegraphic Address FERRIS, BRISTOL 











Ralgex 


ANALGESIC - RESOLVENT 
COUNTER-IRRITANT 


A solid embrocation without disagreeable 
odour Will not stain clothing 


Indications 
RHEUMATIC & MUSCULAR 
PAINS, NEURALGIA & 
HEADACHES, BRONCHITIS, 
CATARRH, LARYNGITIS 

Action 
The analgesic properties in Ralgex 
afford rapid relief of all rheumatic 
and other pains. 
Ralgex acts as a counter-irritant in 
cases of Bronchitis, Catarrh, 
Laryngitis or Pharyngitis. 


Clinical samples and literature 


gladly sent upon request. SS 


PHARMAX LIMITED 
The Organ Works, Old Hill, Chislehurst, Kent. 
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Water-miscible, stable Vitamin 
Supplement for Infants and Adults 


Ideal for infants, especially bottle-fed 
‘Sc.c babies, but useful also in the treatment 
~ of older children and of adult patients 


‘PROTOVITE unable to take solid food. 


Each c.c. (17 min.) of ‘Protovite’ Drops 
contains 


Vitamin A 5,000 int. units 
D 1,000 int. units 
E 3.0 mg. 
B, 2.0 mg. 
B, 1.0 mg. 
.” Cc 50.0 mg. 
Nicotinamide 10.0 mg 


The average dose for children 
is half c.c. (or 12 drops) start- 
ing with 4 to 6 drops a day, 
taken in milk or any other 
fluid considered suitable. 


‘PROTOVITE? 


DROPS 


‘Protovite’ Drops contain, in a concentrated liquid form, 
three fat-soluble and four water-soluble vitamins. 


*Protovite’ Drops are issued in bottles of |S c.c.; ‘Protovite’ Tablets 
contain the same vitamins and are supplied in tins of 40, 100, 500 
and 1,000 tablets. 


ROCHE PRODUCTS LIMITED 


wet WwW YN GAROEN Gt ¥ HERTS 
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5ST. DUNSTAN’'S CLOCK 
On the wall of St. Dunstan- 
in-the-West in Fleet Street 

is the first clock showing 
minutes ever to be made. It 
was also the first clock to 
have two dials. It was made f 

1 1671. 


CLOCKWORK REGULARITY. Normal bowel action is 


a fine thing to possess. It is, perhaps, the most sought after talisman 


against ill-health in the world. No wonder, then, if its temporary 
suspension leads from a mild despondency even to black despair. 
But in such a crisis panic measures are to be avoided—the taking of 
harsh purgatives eschewed. 

Success in the restoration of the much-cherished habit lies in the regular 
persuasive stimulus of soft bulk such as is provided by ‘ PETROLAGAR.’ 


Gextly and unobtrusively, ‘PETROLAGAR’ arranges for normal physio- 





logical evacuations and secures the 


return of ‘clockwork regularity.’ 


‘PETROLAGAR’ 
Y, th lrade Mas 

3 EMULSION 
JOHN WYETH & BROTHER LTD 
Clifton House Euston Road * N.Wi1 
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For a yield of 


1% 


TAX PAID pre 
PRURITIC 


invest in 
FUNGICIDE 


the fungistatic properties 


H A S I | N G S CALPED sabe des 
of Parachiorophenylether and Phenyimercuric 
Nitrate and exerts a marked inhibitive action 
over a wide range of pathogenic fungi, includ- 


Monilia albicans, 


T H A N E T . er a 
Trichophyton mentagrophytes (gypseum) and 
Trichophyton rubrum (purpureum). The 
action of CALPED Cream 


anti-pruritic 
relieves itching associated with Dermato 


BUILDING SOCIETY 
Assets exceed £14,000,000 phytoses and Vulvo-vaginitis, and can be 
applied over long periods without 
Reserves exceed £792,000 risk of toxic reaction. CALPED is 
available as a cream or powder. For 
HEAD OFFICES: a oo pee the treatment of esdastetene 
LONDON: 99 Baker Street, ses the application of the cream 
NORTHERN: 4! Fishergate, Preston, Lancs ts conaiaented until the in- 
fection is cleared. The powder 
May be used if a dry appli 
cation is indicated. or as 
8 prophylactic measure 
against re-intection 
INDICATIONS: 


Dermatophytoses. Tinea 
Cruris and 


WHEN YOUR r 2} 
ADVICE IS ; 
5 on . i F Pedis, Tinea 
don’t climb - ; 4 Monilia infections 
stairs’ . : Calped Cream: Containing 
Parachiorophenylether 05 
ve Phenylmercuric Nitrate 
9 004°... ina Bentonite Cream 
base. Availabic in 1 oz. Jars 
Calped Powder : Containing 
Parachiorophenylether 2%. 
Phenyimercuric Nitrate 
0.004*.. in an Amylum 
Powder base. Avail- 
able in 4 oz 
packs 


The p — 
Home LIFT 


Easy to Install Simple to Operate 
Economical to run 
Information obtainable from: 


HAMMOND & CHAMPNESS LTD. (eam 


g Gnome House, Blackhorse Lane, London, E.17 


Samples and literature on request. 
5 


PRETO - CORWE UA, CREWE 
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SANTULLE 


R EADY-FOR-USE 
DRESSINGS 


These Packs of Dressings are designed 
for greatest convenience. Each box con- 
tains pieces of open mesh tulle approx- 
imately 3?” square, impregnated with 
a sterile medicated base, ready for 


immediate application. 


The following are available 
PETROLEUM JELLY 
36 dressings per tin 


PENICILLIN 


10 dressings per tin 


BURN AND WOUND 


36 dressings per tin 


A PRODUCT OF 


lixson GOAWL 


OLDBURY BIRMINGHAM 


‘He had a very good night, Doctor’ 


Doctors know there are very good reasons why 
Bourn-vita is so successful in inducing deep and 
restful sleep. Malt, cocoa, milk, sugar and eggs 
— these ingredients help the body to relax and 
to gain new reserves of energy. Many doctors 
themselves round off a long day with a cup of 
Bourn-vita 


sleep sweeter- 
Bourn-vita 


Madc by Cadburys 





IN SAFE HANDS 


The man who has appointed the Westminster Bank 
to be his Executor or Trustee can, with truth, say 
that the well-being of his family will be in safe hands 
The Bank will carry out his wishes faithfully, bringing 
to its task a fund of business experience beyond that 
possessed by any private individual; it will administer 
its trust with complete integrity; and—more impor- 
tant, perhaps, than any of these—it will at all times 
show a very sympathetic consideration towards those 
whose affairs are left in its hands. Inquiries will be 
welcomed at any of the Bank’s branches. 


WESTMINSTER BANK LIMITED 


Trustee Department: $3 Threadneedle St., London, EC 2 


— —» —___ ————— 
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Is Your 
Hypoder n 
pie Steri le? 


Complete safety has at last been 
achieved without boiling, or the use 
of spirit, by the new sterilizing Agent 


KATIODIN S.S. 2% 


READY FOR IMMEDIATE USE! 


Bactericidal Tests 
Streptococcus pyogenes killed in 30 secs 
Pseudomonas pyocyanes . * 
Cl cetani ‘ » 2 mins 
Cl sporogenes a » 30 secs 
Staph. aureus oo - 
Salm. typhi » a» 
Sp. Pallida » immediately 
Katiodin S.S. is being increasingly prescribed for use by diabetic 
patients under the National Health Service 


Supplied in 2 oz. Bottles in Bulk: 40 oz. 38)- 
For Emergency Bag 2/- 80 ez. 52/6 


Hospital Prices on Request 
A PRODUCT OF 


Halden 


(PHARMACEUTICALS) LTD. 
Full Literature Available from the Distributors 
J. HALDEN & CO., LTD., 37, BRAZENNOSE STREET, MANCHESTER, 2 


Agents for Greater London 
Brooks & Warburton Ltd. 232-242, Vauxhall Bridge Road, London, S.W.! 
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‘Bena-Fedrin ’ 


anti-histamine and nasal decongestant 





CONTAINS the anti-histamine agent * Benadryl” 
and the vaso-constrictor ephedrine in an isotonic 
aqueous dextrose vehicle approximating in pH to 
that of the normal nasal secretions. In addition to 
being miscible with mucous discharge and reaching 
membrane surfaces rapidly, it is relatively non- 


irritating. 


* Bena-Fedrin ’ is intended for use in the treat- 
ment of congestion associated with allergic rhinitis, 
hay-fever and other pollen allergies, acute rhinitis 


and acute rhino-sinusitis 





Formula 





‘Benadryl’ (Diphenhydramine hydrochloride) 0.1 per cent 
Ephedrine hydrochloride ! r cent 
Chloretone 0.5 per cent 
Menthol 0.05 per cent 
Aqueous dextrose base qs 





Dropper-vials of \ fluid ounces : bottles of 16 fluid ounces 


Subject to Schedule 4 Poisons Regulations 


PARKE, DAVIS & COMPANY LIMITED HOUNSLOW, MIDDX. 
Inc. U.S.A 
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Clinicians have repeatedly noted a similarity of facies 
in patients suffering from peptic ulcer, the outward 
signs of an inward worrying character part cause 
and part effect of the ulcer. The deep naso-labial 
groove or furrow is an example of one of the features 
commonly seen in these cases. While by itself of 
no diagnostic significance it is nevertheless an inter- 
esting little link in the chain of evidence that leads 
from suspicion to certainty. A more reliable char- 
acteristic of the ulcer patient is amenability to 
* ALUDROX ” therapy. 

‘ALUDROX’ FOR PEPTIC ULCER 
For the treatment of peptic ulcer ‘ALUDROX ” has 
advantages now fully appreciated by the medical 
profession. 
*Buffers gastric acid. *Inactivates pepsin. 


‘ *No acid rebound *No fear of alkalosis. 
Aludrox’ *Allows normal digestion to proceed 


Varh 


[Bgeth) JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, 


EUSTON ROAD, N.W.1 
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need - 
Pint the treatment of ANGINA P ICTORIS 3! BRONCHIAL 
_QORONARY THROMBOSIS 4 CHEYNE-ST@ 


A preparation of established 
value as a dilator of the 
bronchi, the renal vessels and 
the coronary arteries. 


CARDOPHYLIN is presented in:— 

each containing 0.1 gm. 

Suppositories . . each containing 0.36 gm. 
Ampoules . . . for intramuscular injection 
containing 0.48 gm. 

for intravenous injection 

containing 0.24 gm. 





: i ne 
Cardophylin is the registered trade mark of the manufacturers Whiffen & Sons Lid. 
Literature is available on request to the distributors:— 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. TELEPHONE 3112 
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Easily assimilable 


IRON 


CROOKES NEO-FERRUM is a stable colloidal 
th traces of copper and 
easpoontul contains the equiva 


nd ammonium citrate 
t of 15 grains ol 
| drop trom t 


the equ 


nonium citrate 


CROOKES NEO-FERRUM (liquid or tablets) 


} 
c 


CROOKES SEO-FERRUM (Infants) 


INFANTS 


imple 


cedure e extrer y ik incidence of 
gastro-intestir 1 greal impor 
ince in this respect 


ferature on requesi 


LIQUID 4oz. (114ml.), 8 0z. (227 mL), 8007. (2 


TABLETS Bottles of 50 and 250 
INFANTS } oz. Bottles (with pipette) 


LONDON NW 


fe @& CROOK! LABORATORIES LIMITED PAKK ROYAL 
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AGAROL 


*REGD. TRADE MARK 


For smooth gentle 
control of constipation 





Agarol", an emulsion of mineral 


oil and agar-agar with phenol- 


phthalein, provides a treatment 
designed to re-establish the correct pattern where bowel 


evacuation is deranged. The phenolphthalein in Agarol 
provides gentle threshold stimulation; the hydrophilic 
properties ensure a moist yet well formed stool ; the agar-agar 


content supplements mucin deficiency ; the highly emulsified 
mineral oil mixes readily with the intestinal contents to form 


a soft lubricated mass. The palatability of Agarol makes it 
acceptable to the most fastidious patient. 


INDICATIONS For chronic 


constipation and intestinal auto- 
intoxication. For restoring slug- 
gish bowel activity to normal 
regularity in the elderly. For 
expectant or nursing mothers 
To obviate straining in patients 
with high blood 
tuberculosis or 
To provide 
hemorrhoids 


pressure, 
heart 


disease 
lubrication 


where 
or other painful 
anal conditions are present 


PACKING 
ivailable in © oz. and 14 os 
bottles available 


bottles. 14 oz 
for dispensing. Not subject 
to Purchase 


Tax when used on Prescription 


FORMULA Paraff. Lig. 31.75%, Phenol- 
phthal. 1.32%, Agar-Agar 0.21 


, Excipients 
ete., to 100 








PREPARATION 


BAS EVER BEEN 


William R WARNER and @...ttd. Power Road,London U4, 


ADVERTISED TO THE FUBLIC 
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A natural choice— 
for all ages. 


In every case of illness, the patient’s well-being is 
closely affected by adequate and regular bowel function. 
Accordingly, the selection of a suitable laxative consti- 
tutes a prime necessity in the sickroom. 

‘California Syrup of Figs’ is unrivalled in this field 
of therapeutics. In temporary constipation it secures 
easy and effective elimination. When bowel irregu- 
larity has become chronic, ‘ California Syrup of Figs’ 
may confidently be employed to restore the rhythm of 
intestinal function. 

Exceptional palatability, simplicity of dosage and 
gentleness of action makes ‘ California Syrup of Figs’ 
the natural choice for young and old alike. 


‘California ,, 


- Syrup of Fi igs” 


1, WARPLE WAY, LONDON, W.3. 
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for the prevention 
and treatment, of 
cracked nipples 


, NIPPLE CREAM... 
contains 


S-emine acridine 6.0695’ ; @ used after each nursing — helps 

and allantoin 2% / . 

ln 2 apne prevent tender nipples, fissures, 

Supplied in Piste tiles Mr ile Muirtidia) Me Mm ie a 

| oz. tubes healing of cracked nipples and re- 
duces the probability of breast 


Talia dela 


@ used during the last trimester of 
pregnancy — keeps the nipples 
pliable and resilient, and is useful 
in massaging out flat or inverted 


nipples 


@ easily applied by the mother — is 
readily absorbed and non-toxic; 
does not interfere with nursing 


LITERATURE ON REQUEST 
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Energen Breakfast Flakes-made from whole 
wheat with the addition of Energen wheatmeal 
and pure white gluten. -are of the greatest benefit 
to those on restricted diet 


@ Starch reduced @ Protein enriched 
@ Easily digestible @ Virtually “salt-free” 
@ Free from added malt or sugar 


ANALYSIS 
| oO. contains approximately 
Protein 10.3 grams Carbohydrate 14.25 grams 
at Trace 


TOTAL CALORIE VALUE 98 
Sodium content not more than .006 





ENERGEN FOODS CO. LTD. (Dept. C.35) WILLESDEN, N.W.10 








In the treatment of HYPERTENSION 


Consider 


HEPVISC 


Tablets 


Mannitol Hexanitrate the “nitrite” medicament of choice 8&8 mgm 
Viscum Album (Mistletoe Extract complementary action with nitrites 50 mgm 
@ Rapidity of Action ®@ Non-Toxic 
@ Synergism of Constituents @ Relief of subjective symptoms 


Details of pharmacology and clinical results from 


THE ANGLO-FRENCH DRUG CO. LTD. 


11-12 Guilford Street, London, W.C.1 


Telephone : HOLborn 6011 Telegrams : Ampfalvas, London 
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ideal for 
infants and 


*ESKACILLIN’ 50 is a palatable, casily administered, 
uid penicillin for oral use. Its delicious flavour makes it 


¢ and stable form of penicillin obviates the 


F injections — a notable advantage in the 


ted exhibition of penicillin is indicated 


© is available — on prescription only — 


ttles containing 800,000 I.U. of 
sium penicillin G. Each medical 
ntains 50,000 I.U. of penicillin. 


MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owners of the trade 


ECP4I 
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IMPROVED PRESENTATION 


HARRY 


,=75<~—16 


/ 


/ 
Thi crentist and doctor of medicine rose to ereat eminence and became Physician 
Fu vidi / James I he 3 , famed. however. for his research rk oo 


the bleed and Ins disco-rry of it nenulatio 


F’ IRON DEFICIENCY AN4MIAS, gastric irritation. ‘The addition of 
ferrous sulphate is universally Folic Acid stimulates production of 
accepted as the most efficient com- erythrocytes, and the dried yeast 
pound for oral administration The increases appetite and re-inforces 
improved method of presentation in the action of the iron. 

* Plastules * ensures maximum absorp- + Plastules’ are available in four vari- 
tion and utilisation The tasteless,  eties: Plain: with Liver Extract: with 


easy-to-swallow capsules rapidly dis- Folic Acid; and with Hog Stomach 


integrate and the ferrous sulphate Ee ee 
*PLASTULES 


° Trade Mark 
absorbed, with avoidance of HBEMATINIC COMPOUND 


in a semi-solid condition is quickly 


ma 
Ayeth 


JOHN WYLTH & BROTHER LID CLIFTO HOLS! LUSTON ROAD LONDON, N.W. 








ANNOUNCEMENTS 





aeetia’ ; heed Vie oe . 
mtenanvc of 

sot a has proved a 
y efficient and Satisfactoy agent, 

"the advantage of a relatively 





XLVIII 


THE PRACTITIONE 





SE 





Sustained relief of the symptoms characteristic of 
hay fever can be obtained by the timely injection 
of Hyperduric Adrenaline. Its use will assist the 
patient to pursue normal routine of business or 
domestic activity, and to enjoy outdoor recreation. 


The urticaria of food allergy and the edema pro- 
duced by the bites of insects, in highly susceptible 
persons, are promptly relieved by subcutaneous 
injections of Hyperduric Adrenaline. 


Hyperdurte 


Trade Mark 


ADRENALINE 


for P-R-O-L-O-N-G-E-D action 
Ampoules of 0°5 c.c. boxes of 12 and 100 
Ampoules of | c.c.: boxes of 12 and 100 
Rubber-capped bottle of 5 c.c. 
Literature and sample on request 


ALLEN & HANBURYS LTD- LONDON: E-2 


BETH LONE 
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for restoration of nervous eguitisrium 


Elixir ‘Virvina’ is an efficient tonic with an extremely 


pal itable base, combining four important factors of the 
vitamin B-complex ith ‘ cerophosphates of essential 


PACH FLUID OUNCTI 
mineral ivina’ stumulates the appetite, 


impro digestive functions and helps to correct CONTAINS == 
vitamin B-complex deficiencies Elixir * Virvina’ is of 
particular value during convalescence pregnancy and old 
age It is an excellent nutritional supplement and 

its palatability will ensure its ready acceptance by young 
children as well as by adults Supp! ed in } 07 

16 oz. and 80 oz. bottles, Informative 


literature forwarded on request 





rw. ainda ee 
Elixie ‘VIRVINA’ 
sisi Se Bees 


SHARP & DOHME LTD., HODDESDON, HERTS 


Republic of Ireland and sport Territorie 
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‘Edrisal’ presents a different and 
unusually cffective form of analgesia 
It contains two recognized analgesic 
agents, in combination with the well- 
known anti-depressant, ‘Benzedrine’. 
Ihus ‘Edrisal’ relieves pain—and 
dispels the depression which 
almost always accompanies pain. 
The best results are obtained with a 
dose of 2 ‘Edrisal’ Tablets repeated 
every three hours if necessary. 
‘Edrisal’ is issued for prescription 
in bottle of 25 tablets 


' E d r i § a I F the DUAL-action analgesic 


dysmenorrhoea t e('e phate ne 
‘rheumatic’ pains r 
simple headaches 
neuritis 

neuralgia 
common colds 

influenza 

sinusitis 


MENLEY & JAMES, LTD., '23 COLDHARBGUR LANE, LONDON, 5S.E.5 
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ANGINA PECTORIS, BRONCHIAL ASTHMA, 
'Y THROMBOSIS, CHRONIC COR PULMONALE 


A highly purified form of KHELLIN, the 

active principle obtained from the seeds 

of the Eastern Mediterranean plant Ammi 
vismaga (LINN) 


Produces a rapid yet prolonged action 


without lowering the blood pressure 


ere 
~~ 2 


ene gee 
literature on request to'- 
BENGER LABORATORIES LIMITED 


LMES CHAPEL CHESHIRE ENGLANC 
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When the clinical picture calls for the relief of pain in 
lesions of the skin and certain mucous membranes, 
*‘ TOPOCAINE ”’ can be relied upon to give adequate 
surface anesthesia. In painful superficial skin injuries 
such as abrasions, burns, etc., and for excessive irrita- 
tion during skin infections, a single application of 
‘TOPOCAINE’ usually gives relief lasting up to 
eight hours 

Its low toxicity permits even more frequent use in very 


severe conditions and it is particularly well suited for 


treating pain in the rectal, vaginal and urethral mucosa 


Available in the form of Ointment, Cream and Lotion 


=*‘TOPOCAINE 


CYCLOMETHYCAINE 


* 
TRADE MARK $ 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, 
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The pharmacological approach 
to the relief of asthma 


THE SEPARATION of the inhibitory from the excitant effect of 
adrenaline has long been a pharmacological problem; for the 


satisfactory control of an asthmatic attack a drug possessing only 
the inhibitory action is desirable. 

Such a medicament has been found in ISOPRENALINE (ISOPROPYL- 
nor-ADRENALINE), which also has the following advantages :— 
1) Produces greater relaxation of smooth muscle. 
2) Is fully effective by the oral route. 

As a safe and effective preparation for self-administration by 
patients with asthma, ISOPROPYL-mor-ADRENALINE is the drug 
of choice. 


Isoprenaline - Boots 


Tablets of 0.02G. in bottles of 25 and 100 for sublingual 
administration. 1 per cent. aqueous solution in bottles of 1o ml. 
for inhalation. 


Literature and further information is available 
from the Medical Department 
BOOTS PURE DRUG CO. LTD. NOTTINGHAM, ENGLAND 
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Jn Effective Antacid- 


ALOCOL Cream 


Now making Alocol available 
an 3 convenient forms 








LOCOL, the well-known brand of 

Colloidal Aluminium Hydroxide, is now 
obtainable as a stable and palatable cream, 
thus presenting, with Alocol Powder and 
Alocol Tablets, three convenient ways of 
administering Alocol to meet every con- 
dition and preference. 
Alocol Cream—equally with Alocol Powder and 
Tablets—is a most effective antacid for the neutra- 
lization of hyperacidity in the treatment of 
dyspepsia, peptic ulcer and other conditions which 
irritate the gastric tract 


A l. ocol Cream _— 


like Alocol Powder & Tablets- 
has these Advantages: 


a aks eed 


> ee 





@ Owing to its high reactivity it quickly 
neutralizes excess acidity. 


@ It has a reserve of neutralizing power and 
can thus control for a prolonged period 
the gastric acidity at the level most con- 
ducive to healing. 


@ It does not produce alkalosis nor sec- 


A. WANDER LTD ondary acid rise. 


Manufacturing Chemists, ALOCOL CREAM is supplied in bottles of 9 fi. oz 

sn . pper Grosvenor St., Complete chemical history of Alocol with clinical 

Grosvenor Square, reports and supply for trial sent to physicians on 
London W.1. request 





1 aboratories and Alocot’, in all its forms. is a strictly ethical 
Face tory : 


KING’S LANGLEY, 
HERTS — 


product ; it ts not advertised to the public. 

















ANNOUNCEMENTS 




















HILDHOOD and 
sa puberty are ages 
Nutrition which present peculiar 
nutritional difficulties be- 
cause their extra demands for bone 
and tissue-building foods are ag- 
gtavated by a natural inclination to * 
use up more energy. While ration- — 
ing continues to restrict both the 
quality and choice of the majority 
of staple foods, it is not easy to 
satisfy the heavy requirements of 
youthful appetites. 


Duri When you find that rationed foods alone 
uring are insufficient to keep up with the basic 
Growth demands of young, growing patients, the 
problem of providing additional “ proxi- 
mate principles” and accessory factors is greatly 

eased by recommending “ Ovaltine.” 





7 





. Composed of malt, milk, cocoa, soya 
In the Service and eggs, “ Ovaltine” is rich in im- 
of portant osteogenic minerals. Its high 
You th protein, iron and calcium values ensure 
? just the right type of food supplementa- 
tion for the increasing needs of youthful growth and 
calorie consumption. Furthermore, “ Ovaltine”’ is 
an excellent vitamin food supplement—the already 
considerable amounts of vitamins which occur in its 
natural ingredients have been potently augmented 
with the specific object of supplying these essentials 
for growth and tissue integrity. 
“ Ovaltine”’ is constantly at your service; it is 
unrationed. 





Vitamin Standardization per oz.— Vitamin B,, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg 


OVALTINE 


} 
| A. WANDER LIMITED, LONDON W.1 
Factory, Farms and ‘Ovaltine’ Research Laboratories 
King’s Langley, Herts 
| 
L 
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A NEW PRODUCT 


‘WELLCOME’ 
Streptokinase- 
Streptodornase 


20,000 UNITS (CHRISTENSEN) STREPTOKINASE 120.100) CATHIE UNITS) 


NOT LESS THAN 5000 UNITS STREPTODORNASE 


IN CLINICAL TRIALS, the main <pplication of this high-potency 
preparation has been to facilitate aspiration or drainage in 
empyema and hemothorax. It has also given promising results 
when used for “enzymatic débridement”™ of chronic superficial 
uleers and similar lesions. The preparation is stable in the dry 


state and is issued in single-dose containers. 


Prepared at 


i THE WELLCOME RESEARCH LABORATORIES, LANGLEY COURT, BECKENBAM 
Supplied by 
BURROLGHS WELLCOME @& CQO. (The Wellcome Foundation Lid) LONDON 
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6LANOID 


PANLITTOL 
tablets 


PANLITTOL is a combination of Pancreas and 
Thyroid in dosages of 2 1/2 and 1/10 grains res- 
pectively. 





The pancreatic content acts to normalize the 
defective carbohydrate metabolism usually found 
in hypertensive cases. The action of its thyroid 
content controls the body weight of the hyper- 
tensive patient, and reduces the likelihood of 
arteriosclerosis. 


Panlittol Tablets do not con- 

tain any powerful vasodi- 

lator drugs. They are a 

mens: _ see wane. shri SUPPLIED IN BOTTLES OF 24, 

Bn'y 100 AND S00 TABLETS 

means of controlling the 

symptoms of high blood 

pressure. 


Write for sample and descriptive brochure to 


T H E Telephone 


CLERKENWELL 


. 
ArmourLaboratories ““""" 
‘* ARMOSATA-PHONE " 
LINDSEY STREET - LONDON - E-C-! ones 
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NEO-HEPATEM 2 Preteetyses 


FOR THE TREATMENT OF PERNICIOUS ANAMIA 
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Pioneer research work into the prepa- 
ration of liver extracts for parenteral use 
has resulted in a product characterised by : 


Conservation of naturally 
occurring Vitamin B,,.* 
Great potentiation of activity 
resulting from the process of 
proteolysis. 


Minimal pain on injection. Ampoules of 2 | 
Boxes of 3 & 25 


Relative freedom from sensitivity Rubber-capped bottles of 
10 mi. & 25 mi 


reactions. 


* Each mi. of Neo-Hepatex contains in excess of 12 micro- 
grammes of naturally occurring Vitamin B,,.. No Vitamin By, 
rom extraneous sources is added to Neo-Hepatex 
37 


Made in England by 


AAI EL) CRT AS AS Re iverroon ano senee | 


—< 








Overseas Companies and Branches: Australia, Brazil, Eire, India, Pakistan, S, Africa, S. E. Asia. 
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OF all the serious conditions encountered in general practice high blood 
pressure is one of the most common. There has been so much discussion 
about it, and its treatment, in the medical press that even 
The the most balanced of practitioners finds he is tending to 
Symposium neglect the not inconsiderable relief he can bring to his 
patient by general measures and is stretching out after the 
latest ‘cure’ he reads about. In the symposium this month we have attempted 
to give a balanced review of the more important aspects of the problem. 
We are pleased to be able to introduce the symposium with an article by 
Dr. Harry Goldblatt who has made such outstanding contributions to our 
understanding of the etiology of hypertension. From the diagnostic point of 
view we have selected for consideration the significance of eye changes and 
the relationship of endocrine dysfunction to high blood pressure. The in- 
creasing interest in life assurance has brought many practitioners up against 
the problem of the criteria adopted by insurance societies in accepting or 
rejecting candidates for life assurance on the basis of their blood pressure. 
Dr. H. Neil Collier has had an extensive experience of this branch of 
medicine, and his article reviews the practical aspects of the problem in 
detail. Three articles have been devoted to the still vexed problem of treat- 
ment. Surgery is obviously not the final therapeutic answer, but pending a 
fuller understanding of causation, it subserves a useful purpose in a carefully 
selected minority of hypertensive patients. The very variety of drugs 
described by Professor I. G. W. Hill is an indication of the failure of any 
of them to be a complete answer to the therapeutic problem, but this 
critical review makes it abundantly clear that the practitioner has a number 
of useful drugs to choose from in alleviating, if not curing, the course of the 
disease in his patients. 


In his presidential address to the section of tropical hygiene at the recent 
conference of the Royal Sanitary Institute, Professor T. H. Davey raised 
the difficult problem of whether medical measures which in- 

Malthus crease population in primitive communities should always be 
and adopted. The stabilizing influence of disease in ensuring that 
Medicine a population should not exceed the number which the natural 
resources of the country can support is an aspect of tropical 

medicine which has never received the serious consideration that it requires. 
As pestilence, like war and famine, comes under control, the resulting 
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natural increase in populaticn will have catastrophic consequences unless 
adequate steps are taken by those responsible for administration. The prob- 
lem, of course, is not primarily a medical one. As doctors our sole function 
is the prevention and treatment of disease, but as a section of the community 
which by the success of our efforts is contributing to a very large extent to 
the over-population of the world, with all its dire consequences, we have a 
duty to draw the attention of those in authority to these consequences, and 
to insist that some coordinated plan should be evolved before it is too late. 
To prolong life merely in order that people may die of starvation is the 
negation of the entire moral code upon which our civilization is built. The 
colonial empire presents a particularly good opportunity for this country to 
demonstrate how, by means of coordinated plans, it is possible to prevent 
disease and at the same time raise the standard of agricultural practice to 
such a level as will ensure an increase in food production roughly propor- 
tional to the rise in population. The solution, however, is not as simple as 
this, and careful attention will need to be given to the possibility of intro- 
ducing methods of birth control into certain communities. A beginning has 
already been made in Malaya, and preliminary evidence suggests that the 
introduction of rational and effective methods of birth control may not prove 
as difficult as some thought. Isolated measures, however, are of relatively 
little use. What is required is administrative action on the part of the 
Colonial Office. 


Mr. MARQUAND is to be congratulated on the inclusion in the National 
Health Service Bill 1951, of a clause making ‘provision for the accommoda- 
tion and treatment outside Great Britain of persons suffering 

A from respiratory tuberculosis’. According to information 
Belated elicited by questions in the House of Commons, 160 beds will 
Decision be available for patients from England and Wales, and 150 to 
200 for patients from Scotland. It is well over a year since a 

carefully planned scheme was first put forward for making available sana- 
torium beds in Switze-land in order to reduce the distressingly long waiting 
list for admission to sanatoria in this country. The former Minister of 
Health, however, was adamant in his refusal to consider such a scheme, 
basing his attitude on the strictly legalistic basis that he had no powers to 
do such a thing. In spite of persistent appeals he refused to do what his 
successor has now done and acquire powers to use such beds in Switzerland. 
How many tuberculous subjects have suffered as a result of this piece of 
political obscurantism no one will ever know, but one definite casualty 
there has been. Montana Hall, one of the best equipped sanatoria in Switzer- 
land, fitted to take some 80 patients, and the only British sanatorium in 
Switzerland, has had to close. The Medical Director and his friends made 
repeated approaches to the Ministry of Health, offering the building with its 
equipment and staff to the Ministry as a going concern at a nominal price, 
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but the Ministry was dogmatic in its refusal. The tuberculous patients of 
this country and the prestige of British medicine in Switzerland are the 
poorer for the loss of this sanatorium, which in its relatively short existence 
of some twenty years had created a magnificent tradition of service and 
efficiency. 


It may be mere coincidence that the present disturbing wave of juvenile 
crime coincides with a restriction of the powers of the courts to administer 
due punishment, but the time has surely come to consider 
‘Naughty impartially whether the psychiatrist (or child psychologist) is 
Boys and proving an effective substitute for some form of punishment. 
Girls’ In such matters serious consideration must be given to the 
views of the judiciary who have more experience of crime than 
any other section of the community, although some psychiatrists, a 
small but vocal minority, claim that judges are the last persons who should 
be consulted in such matters. Fortunately, the present Lord Chief Justice 
has not only a mind of his own, but he is not afraid to make his views 
known, and he has once again returned to the attack. In an address to the 
national conference of the Probation Officers’ Association he has appealed 
for a more realistic approach to this problem of juvenile delinquents. “Why 
do we apply this term to them? Why not naughty boys and girls who, if 
they are not checked, might become bad boys and girls? . . . Most approved 
schools will tell you that you can usually tell boys who have been sent to 
psychiatrists. They are cocky and self-assured because they think they are 
interesting cases’. In his view, putting young offenders on probation after 
probation is destructive of their characters. Some form of punishment 
should be given to them as well. There is no question here of not attempting 
to help these youngsters but, human nature being what it is, some form of 
punishment must be available when other means fail. Yet, according to the 
Lord Chief Justice, we have already reached the stage that the Government 
has passed laws which make it impossible to give any punishment in these 
cases. Surely, psychiatry and psychology have been given a long enough run 
of uncontrolled adolescent exuberance, and the time has come for the 
responsible members of this specialty to take control and bring their 
exuberant colleagues to heel. 


Or all the current world shortages, perhaps the most mysterious, though 
fortunately the least serious, is that of skeletons. According to the Man- 
chester Guardian, such a shortage does exist and is being met 

Plastic by the production of plastic skeletons, a new industry in which 
Skeletons apparently this country specializes. The verisimilitude of these 
plastic skeletons is vouched for by the fact that the first de- 

liveries abroad led to complaints that plastic skeletons and not real ones 
had been ordered. The demand for these ersatz skeletons is said to come 
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from every country in the world except those in Eastern Europe, and 
America is a brisk buyer. Shoemakers and corset makers are among those 
who require a steady supply of such models, but we are intrigued to know 
the destination of the rubber ‘human brain which can be separated to show 
each section and bounced on the floor without breaking’. To be able to 
demonstrate one’s contempt for an opponent by hurling such a brain upon 
the floor must be a wonderful safety valve, and might well be subjected to 
experiment in the House of Commons. We have not yet been able to 
ascertain whether a bouncing brain is one of the exhibits at the Festival 
Fun Fair at Battersea, or whether it is considered to be an object of scientific 
interest and is therefore housed at the South Bank. 

To those of us in the medical profession this announcement of the free 
supply of plastic skeletons marks the passing of yet another of those old 
customs which gave medicine in the old days such a personal touch as 
opposed to the modern craze for standardization. To go well back into 
history, the announcement evokes the shades of those two Edinburgh 
worthies, Burke and Hare; but well within living memory, and possibly 
even perpetuated to the present day, is the method of acquiring a skeleton 
(in pieces) by the quiet acquisition of bones from the dissecting room 
attendant. At least that was how the majority of us acquired our bones. It 
was only the minority (the plutocrats) who were in the fortunate position 
of being able to buy their skeletons (intact) from Paris. Incidentally, how is 
it that the French supply has dried up? Is this a delayed effect of the erection 
of the Iron Curtain? ‘ 


One of the fundamental fears that worried many of us on the inauguration 
of the National Health Service was that political expediency rather than 
the needs of the service might dominate future legislation. 

Politics, Devastating confirmation of the justification for this fear was 

Casuistry, forthcoming in the former Minister of Health’s statement to 

and the House of Commons on the occasion of his resignation 

Medicine from the Cabinet. We quote the relevant part of Mr. Bevan’s 

speech from ‘Hansard’. Political standards do not concern us 
here, but this admission of how the National Health Service is ‘manceuvred’ 
should not go unnoted. 

‘I have also been accused—and I think I am entitled to answer it—that I had 
already agreed to a certain charge. I speak to my right hon. Friends very frankly 
here. It seems to me sometimes that it is so difficult to make them see what lies 
ahead that you have to take them along by the hand and show them. The prescrip- 
tion charge I knew would never be made because it was impracticable. (Hon. 
Members: ‘Oh!’) Well, it was never made . . . I had to mancuvre, and I 
did manceuvre and saved the . . . prescription charge’ (Official Report, 23 April, 
1951, Vol. 487, c. 35). 

We can at least be grateful to the ex-Minister of Health for letting us ‘see 
what lies ahead’ should he or his friends come back in control of the Ministry 


of Health. Meanwhile, ‘manceuvrability’ takes on a new and sinister meaning. 
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ALTHOUGH I am pleased and flattered by the invitation to make this con- 
tribution, yet I am not certain that it is altogether appropriate for an ex- 
perimenter to write the introduction to a symposium that deals exclusively 
with the clinical aspects of hypertension. About the only justification I can 
think of is that the experimental work to which reference will be made deals 
mainly with the problem of the possible renal origin of human essential 
hypertension, the type which will be discussed in detail in the remaining 
articles. 
THE HYPOTHESIS OF RENAL ORIGIN 


It is generally accepted that in some cases of human hypertension, the 
elevation of the blood pressure is primarily of renal origin. This is usually 
conceded for glomerulonephritis and a few other renal pathological pro- 
cesses, the occurrence of which is known to precede the development of the 
hypertension. That human essential hypertension may be of renal origin is, 
however, a view that has always been difficult for the physician to accept. 
Indeed, the view that it is not primarily of renal origin is so commonly held 
that, in addition to the statement that essential hypertension is of unknown 
origin, the usual definition states that there is no accompanying impairment of 
renal excretory function. The main reason for this is that in the benign phase 
of essential hypertension the ordinary clinical manifestations of renal disease, 
including impairment of renal excretory function, are absent or insignificant, 
and the patient may go on to his death from cardiac failure, apoplexy, or 
some other complication, without ever developing renal excretory impair- 
ment at any stage of the disease. Another reason for the reluctance to accept 
the renal origin of this type of hypertension is the occasional failure to find 
any anatomical signs of renal disease by biopsy or at necropsy. 

To Richard Bright is usually given the credit for the basic idea that 
hypertension may often be of renal origin, and this despite the fact that he 
never did determine the blood pressure and never did prove that a state of 
hypertension actually existed. After the recognition of the existence of this 
condition in man, the direct cause of the enlarged, heavy heart described by 
Bright was recognized. From that time on, the origin of the elevated blood 
pressure became the problem of primary importance and has been the 
source of controversy for many years. Now, more than one hundred years 
after Bright, if there is any agreement at all among observers and investigators 
about the origin of hypertension, it is that the immediate cause of the eleva- 
tion of the blood pressure is increased peripheral vascular resistance. The 
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increased action of the heart which exists in the state of hypertension is now 
generally recognized as secondary to the increased peripheral vascular re- 
sistance, and other possible causes, such as increased volume or viscosity of 
the blood and increased cardiac output, have been excluded. Although wide- 
spread obliterative organic disease of the small arteries and arterioles could 
well account for increased peripheral vascular resistance, yet this has rarely 
been demonstrated at necropsy. A more probable mechanism to account for 
this condition is generalized peripheral vasospasm induced either by a 
nervous or a humoral mechanism. Because the studies of Prinzmetal and 
Pickering have minimized the possible primary importance of neurogenic 
vasospasm in human essential hypertension, and because no convincing 
evidence has been brought forth for a specific endocrinogenic vasospasm as 
the primary cause of the elevated blood pressure, we are left with the 
probability that vasospasm of some other chemical origin is the usual cause. 
This, of course, does not exclude the existence of hypertension resulting 
from psychoneurogenic stimuli, diminution of the sensitivity of the carotid 
sinus, hyperadrenalinemia, abnormal pituitary function, or other causes. It 
was the idea that the peripheral vasospasm might be of renal origin that led 
us to undertake the experiments which will be briefly outlined here. 

We were not the first to attempt to prove that hypertension may be of 
renal origin but, prior to our own work, the methods used involved dis- 
turbance of renal excretory function as an accompaniment of the elevated 
blood pressure. The list of procedures that were tried is a long one. Unilateral 
and bilateral nephrectomy, reduction of the amount of functioning renal 
tissue, the effect of nephrotoxic substances, irradiation with Reentgen rays, 
occlusion of one or both ureters, acute compression of the kidneys, em- 
bolism, passive hyperemia caused by constriction of the main renal veins, 
permanent occlusion of the main renal arteries, veins and ureters of both 
kidneys, arterio-venous anastomosis, and even occlusion of both main renal 
arteries, are some of the methods that were tried. Elevation of blood pressure 
did occur as a result of some of these procedures, but in most of these ex- 
periments the hypertension was slight and did not persist. In most instances 
there was no elevation of blood pressure. Almost invariably, when hyper- 
tension did occur, there was accompanying impairment of renal excretory 
function. The hypertension was therefore more like that of glomerulo- 
nephritis. Different investigators, using the same methods, obtained contra- 
dictory results: none of the methods actually reproduced the anatomical or 
even the physiological state of the kidneys of benign essential hypertension, 
and none satisfied the definition of this condition. 

The basis for our own attempt to induce hypertension by producing a 
disturbance of intrarenal hemodynamics was the frequent occurrence of 
obliterative arterial and arteriolar sclerosis in the kidneys in both the benign 
and malignant phases of human essential hypertension. It was therefore con- 
sidered that the part possibly played by the resultant disturbance of intra- 
renal hemodynamics should be susceptible of experimental investigation. 
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The chief working hypotheses of this study were: (1) that the counterpart of 
the disturbance of the renal hemodynamics probably produced by the 
intrarenal vascular disease associated with essential hypertension should be 
produced by constriction of the main renal arteries; (2) that the reproduction 
of the counterpart of the physiological effects of the intrarenal, obliterative 
vascular lesions, no matter how produced, should result in the development 
of hypertension ; and (3) that there should not necessarily be any disturbance 
of renal excretory function accompanying the elevated blood pressure. Ex- 
perimental fulfilment of all these conditions, it was thought, should answer 
the requirements of the definition of essential hypertension and constitute 
the experimental production of so-called essential hypertension. ‘The most 
convincing procedure would have been the experimental production of 
intrarenal arterial and arteriolar sclerosis, but there was no known way of 
doing this at that time, and this has not yet been accomplished. It was con- 
sidered, however, that all the physiological disturbances of this type of intra- 
renal vascular disease might be produced by permanent partial constriction 
of the main renal artery by means of a clamp. This does not mean that 
stenosing arteriosclerosis of the main renal artery was considered a frequent 
finding in human essential hypertension (although it is not a rarity), or that 
the application of the clamp was regarded as an exact reproduction of the 
anatomical state of the kidney in essential hypertension. It was merely a 
compromise for the purpose of experimentally reproducing the disturbance 
of intrarenal hemodynamics which probably occurs in this condition. 


EXPERIMENTAL PRODUCTION OF RENAL HYPERTENSION 


In this short article only a summary of the main experimental results can be 
given and an extensive bibliography cannot be included. An admittedly un- 
expected initial result was the finding of elevation of the blood pressure as a 
result of constriction of the main renal artery of only one kidney. The rise 
in blood pressure occurred within twenty-four to seventy-two hours after 
the application of the clamp. In dogs, this elevation of blood pressure usually 
lasted for four to six weeks, and only exceptionally for several months. 
Later, it was found that in the sheep, goat and rat the hypertension lasts 
much longer as a result of unilateral constriction of a main renal artery. In 
such animals, the removal of the kidney with the main renal artery con- 
stricted, or the release or removal of the clamp, resulted in a prompt return 
of the blood pressure to normal. It was these experimental findings which 
drew attention to the possibility that, even in man, hypertension might be 
on the basis of unilateral renal disease, and that removal of the one diseased 
kidney, provided the other is functionally normal, might result in the return 
of the blood pressure to normal. It has been found that in man the most 
common unilateral renal disease associated with hypertension is chronic 
pyelonephritis and the obliterative endarterial vascular disease usually as- 
sociated with it; but various other pathological conditions involving only one 
kidney and producing the same effect have now been described. These are 
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not of frequent occurrence. In a relatively small number of cases of this 
kind, the removal of the one diseased kidney has resulted in a return of the 
blood pressure to normal. 

It was found that constriction of both main renal arteries at the same time, 
or with an interval between constrictions, or the constriction of one main 
renal artery and the removal of the other kidney, was followed by hyper- 
tension which persisted for more than six years. The other and more im- 
portant finding was that in animals with persistent hypertension due to 
moderate constriction of both main renal arteries, there was no accompany- 
ing significant alteration of renal excretory function. The working hypotheses 
mentioned above were therefore satisfied. 

In the malignant phase of human essential hypertension the fatal outcome 
is usually associated with, and directly due to, renal excretory failure. In 
some instances, the renal excretory insufficiency initially accompanies the 
hypertension and the condition proves rapidly fatal as a result of convulsive 
uremia. It was found that this phase also could be produced at will, in 
animals, by great constriction of both main renal arteries at the first opera- 
tion, or by moderate constriction at first and great constriction later. At 
necropsy, in the animals, the small arteries and arterioles of many organs 
showed pathological changes which resembled those observed in the malig- 
nant phase of human essential hypertension. The same effect could be pro- 
duced by excessive constriction of one main renal artery and removal of the 
contralateral kidney, or by occlusion of the contralateral ureter. It was thus 
shown that hypertensive states resembling both the benign and malignant 
phases of essential hypertension could be produced experimentally in animals 
merely by varying the degree of constriction of the main renal arteries, with 
resultant alteration of the intrarenal hemodynamics, the exact nature of 
which has not yet been completely elucidated. Interference with the blood 
supply to any other organ but the kidney, and even constriction of the ab- 
dominal aorta below the origin of the renal arteries, do not result in either 
temporary or permanent elevation of the blood pressure. It has also been 
shown that azotemia alone is not a sufficient condition for the elevation of 
blood pressure. Shunting of the venous blood in a unilateral nephrectomized 
dog from its only kidney through the liver by means of a reversed Eck fistula 
does not prevent the development of hypertension due to constriction of the 
main renal artery, nor does it lower the blood pressure. This excludes any 
important effect of the liver on the pressor substance of renal origin. 

Pathological changes in tissues—In dogs with persistent benign hyper- 
tension, that is, without accompanying renal excretory functional dis- 
turbance, produced by moderate constriction of the main renal arteries, the 
kidneys may show little or no change or only a moderate degree of atrophy 
of one of the kidneys. Even after six years of persistent benign hypertension, 
in dogs, no significant arteriosclerosis was observed in the aorta, large or 
small arteries or arterioles. Slight to moderate hypertrophy of the media, 
caused by hyperplasia and hypertrophy of the muscle fibres, did occur, but 
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simple intimal arteriosclerosis was not observed. Slight to moderate hyper- 
trophy of the heart, particularly of the left ventricle, was found in the be- 
nign phase of long standing. Thus, these experiments afforded no proof or 
evidence for the view that hypertension by itself may be a sufficient con- 
dition for the production of generalized, true, intimal, arterial or arteriolar 
sclerosis. In the malignant phase, advanced parenchymatous degeneration 
and even diffuse necrosis, with or without hemorrhage, may occur in one or 
both kidneys. In other organs, but especially in the gastro-intestinal tract, 
pancreas, gall-bladder, urinary bladder, heart and brain, arteriolar changes 
were observed similar in all respects to those seen in some organs in the 
terminal phase of human malignant hypertension. These changes are, 
essentially, necrosis, subendothelial intimal plasmatic infiltration, fibrinoid 
degeneration, and inflammation, and are not to be confused with arteriolo- 
sclerosis. Because the lesions do not appear in the kidney beyond the site of 
the clamp, in which there is no increased tension, it is considered that the 
development of the necrotizing arteriolar lesion, and especially of the 
accompanying hemorrhages, many of which are undoubtedly of capillary 
origin, require the action of some chemical substance in the blood and also 
increased vascular tension. The pathogenesis of the arteriolar lesion is still 
the subject of discussion and controversy, and the exact nature of the 
chemical substance or substances that play the important part in the 
production of the anatomical lesion is not yet kncwn. 


PATHOGENESIS OF EXPERIMENTAL RENAL HYPERTENSION 


The main purpose of most of the studies that have been carried out on the 
subject of experimental renal hypertension has been the determination of the 
mechanism of development of the elevated blood pressure, in the hope that 
the results might help in the elucidation of the pathogenesis of human 
essential hypertension. The excision of various sympathetic nerves and 
ganglia in thorax and abdomen, and finally, total sympathectomy or pithing 
of the cord, did not interfere with the development of experimental renal 
hypertension or cure experimental renal hypertension. A nervous reflex 
mechanism from the kidney, affecting the vasomotor apparatus, was thus 
eliminated as the cause of this type of hypertension. Similarly, by excision of 
various endocrine organs, or parts of them, it was found that the only endo- 
crine organ which participates in the phenomenon is the cortex of the 
adrenal. When this is absent, experimental renal hypertension cannot be 
produced by constriction of the main renal arteries; also, the blood pressure 
of hypertensive animals falls when the adrenals are removed. That a 
humoral, non-endocrinogenic mechanism might be primarily responsible 
for the elevated blood pressure of experimental renal hypertension was first 
indicated by the effect of tying off the renal veins in dogs with the main renal 
arteries constricted adequately to produce hypertension. Although these 
animals developed uremia and died in two to seven days, at no time did 


they show elevation of blood pressure. The elimination of the possible part 
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played by the nervous system and by the endocrine organs stimulated the 
search for a probable chemical mechanism of renal origin which might be re- 
sponsible for the elevation of blood pressure in this type of hypertension, 
and also in human essential hypertension associated with renal disease. 

Most of the recent contributions to the pathogenesis of experimental 
renal hypertension have dealt with the humoral mechanism, about which 
there are now two separate and distinct views: (1) the view of most in- 
vestigators, that a kidney with a constricted main renal artery, or with any 
other pathological condition which may bring about a similar disturbance of 
renal circulation, may be the source of a chemical substance which, when it 
enters the circulation, brings about a rise of the blood pressure; and (2) 
the view of Grollman, that the normal kidney is ordinarily able to prevent 
hypertension by the inactivation or destruction of a hypothetical pressor 
substance which is supposed to exist in all animals and in man, and that a 
reduction in the amount of normally functioning renal tissue results in 
elevated blood pressure. Most of the evidence hitherto adduced favours the 
first view, but unequivocal support for this view, especially in the case of 
chronic experimental renal hypertension and for the chronic benign phase 
of human essential hypertension, is still lacking. 

It is impossible in this short discussion to give any of the details which led 
up to the discovery of the various constituents of the renin-hypertensin 
humoral mechanism which has been considered as playing a primary part in 
the origin of experimental renal hypertension. Briefly summarized, the find- 
ings are that renin, an enzyme from the kidney, enters the blood stream 
through the renal vein and interacts with hypertensinogen, a globulin in the 
plasma, to form hypertensin, a polypeptide, which is the active vasocon- 
strictor substance. The chemical and physiological properties of the various 
constituents of this humoral mechanism have now been described in great 
detail in many publications and cannot be given here. It has been established 
that all the various constituents of the humoral mechanism of experimental 
renal hypertension also exist in man. Just how and where renin is formed or 
released is not yet known. The juxtaglomerular apparatus and the cortical 
tubules have been incriminated as possible sites of formation or release of 
renin, but the exact site has not been established. 

The evidence presented by Grollman in favour of his view is at least 
susceptible of a different interpretation. He has asserted that, as a result of 
feeding bilaterally nephrectomized dogs an electrolyte-free diet, as well as 
by treating them with an artificial kidney, or by peritoneal lavage, he has 
been able to keep them alive for as long as two months, and that they de- 
veloped hypertension, without increase in blood volume. It is obvious that 
such hypertension could not be the result of the renin-hypertensin humoral 
mechanism. There would be no source of this material in such animals. 
The weakness of Grollman’s contention lies in the fact that his natural 
pressor substance is, for the present at least, entirely hypothetical, and that 
the nature of the renal inactivating mechanism of the hypothetical pressor 
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substance is also pure assumption. No neutralizing substance has been 
isolated from the kidney, and no natural pressor substance of the kind 
postulated by him has been isolated from the blood. The evidence he 
presents is entirely indirect and is based upon the effects of the administra- 
tion of his renal extract on hypertension of definite renal origin, and the 
fact that there may be elevated blood pressure in the absence of both kidneys. 
None of his experiments has so far been confirmed, but even if it is proved 
beyond question that hypertension does occur in the absence of both kid- 
neys, it may be that there is no relationship whatsoever of this type of hyper- 
tension to the hypertension which accompanies obliterative intrarenal 
vascular disease. Most of the evidence at present favours the view that the 
renin-hypertensin mechanism plays a part in the origin of experimental renal 
hypertension, and that it is effective at least in the early stage. 

Although it has been possible to demonstrate the existence of renin and 
hypertensin in the renal venous and systemic blood of animals with acute 
experimental renal hypertension, it has not yet been demonstrated in the 
systemic blood of animals with hypertension that has lasted for six months 
or longer. This is still a stumbling-block to the acceptance of the idea that 
the renin-hypertensin humoral mechanism is the exclusive means of elevat- 
ing the blood pressure in the chronic, benign phase of hypertension. ‘There 
are those who believe that although the initial phase of the experimental 
renal hypertension is the result of the renin-hypertensin mechanism, yet in 
the later stages a neurogenic mechanism or another, hypothetical, humoral 
mechanism comes into play. It is still possible, however, that the peripheral 
arterioles merely become more sensitive to the minute quantities of hyper- 
tensin which may be circulating in the blood in the chronic stage of the 
hypertension. Until this is demonstrated, the participation of the humoral 
mechanism in the later stages of the hypertension remains unproved. 

It has been found that the parenteral injection of heterologous, but not 
homologous, renin results in the development of antirenin in the blood of 
animals, and that an adequate titre of antirenin in the blood of hypertensive 
dogs (the benign phase) causes a fall of the blood pressure to normal 
(Wakerlin and collaborators). We have confirmed these findings and have 
found also that the hypertension as well as the vascular lesions of the 
malignant phase may be prevented by the development of antirenin in the 
dog before the excessive constriction of the main renal arteries, This has 
been confirmed by Wakerlin and collaborators. Although we (Goldblatt, 
Haas and Lamfrom) have also succeeded in producing high titres of anti- 
renin to purified hog renin in human beings with essential hypertension, this 
antirenin, although active against hog renin and, in lower titre, against 
several other animal renins, showed no ability to neutralize human renin 
and, as a consequence, caused no fall of blood pressure in a series of human 
hypertensives. This is not to be interpreted as meaning that human hyper- 
tension is not of renal origin; it merely indicates the high degree of specificity 
of human renin. Although any renin injected into an animal causes an 
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elevation of blood pressure, man responds only to human renin. Since anti- 
renin to homologous renin does not develop, the only antirenin that would be 
likely to be effective against human renin would be antirenin to the renin of 
the anthropoid ape. This has not been tried and, of course, would be a 
contribution of academic interest, but not of practical importance, because 
of the limited source of kidneys of this kind. 


EXPERIMENTAL RENAL AND HUMAN ESSENTIAL 
HYPERTENSION 


The results of all these studies have shown that there are many striking 
similarities between experimental renal, and human essential hypertension. 
In both, cardiac hypertrophy occurs and is mainly left ventricular. The 
volume and viscosity of the blood, the cardiac rate and output and, in the 
absence of cardiac failure, the venous pressure and circulation time remain 
normal. In both, cardiac action is increased, but this is regarded as an effect 
secondary to the increased peripheral vascular resistance. Cardiac hyper- 
trophy, mainly left ventricular, found in human essential hypertension, in 
the absence of any factor which might obstruct the pulmonary circulation, is 
an indication that the pulmonic arteriolar pressure remains normal in the 
presence of elevated systemic blood pressure. In experimental renal hyper- 
tension, in dogs, the pulmonic arterial pressure also remains unaltered, 
despite increase of systemic pressure. In both experimental and human 
hypertension a decrease in the blood fiow through the kidney has been found 
by indirect means. In both, there may be no significant disturbance of renal 
excretory function (the benign phase) or there may be pronounced dis- 
turbance, with convulsive uremia (malignant phase) dependent entirely, in 
experimental renal hypertension, upon the degree of constriction of the main 
renal arteries and, in the malignant phase of human hypertension, upon the 
severity and distribution of the stenosing vascular sclerosis. Medial hyper- 
trophy of the aorta and major arteries occurs in both man and animal. In 
the malignant phase of both types of hypertension, many organs show the 
same typical vascular lesions (arteriolar necrosis, intimal infiltration of 
plasmatic substances, fibrinoid degeneration, and necrotizing arteriolitis) 
which are recognized as characteristic of this condition. 

The response to most forms of treatment is practically the same in both 
animal and human hypertension. In both, the blood pressure tends to go to 
higher levels with gain in body weight, and in both, if there is unilateral 
renal involvement, the hypertension may be cured by excision of the affected 
kidney, provided the other kidney is normal. Sympathectomy, partial or ex- 
tensive, may result in a temporary fall of blood pressure in human hyper- 
tensives, without affecting the primary cause of the hypertension, but there 
is little or no effect as a result of this procedure in animals. Whether this 
difference has to do with the fact that the dog does not assume the erect 
position, with its consequent orthostatic hemodynamic effect on the vaso- 
motor apparatus, cannot be stated with certainty at present. In both, there 
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are indirect signs of vasospasm of the efferent glomerular arterioles, with an 
increase of glomerular filtration fraction, which may be secondary to the 
humoral mechanism of renal origin that results from the hemodynamic dis- 
turbance produced by the preglomerular vascular disease. In the renal 
venous blood of ischemic kidneys of both man and animals, renin has been 
demonstrated, and the intravenous injection of renin or hypertensin gives 
the same indirect evidence of efferent vasospasm. In acute hypertension, 
both benign and malignant, renin has been demonstrated in the venous 
blood and even in the systemic blood of dogs and in the systemic blood of 
patients with hypertension due to acute glomerulonephritis or eclampsia. 
Renin has also been found in the venous blood from a briefly ischemic 
human kidney (Quimby, Dexter and Haynes). Circulating hypertensin has 
also been demonstrated in the systemic blood of animals, especially those 
with malignant hypertension (Kahn and Skeggs). The parallelism between 
the pharmacological effects of renin and the circulatory dynamics in hyper- 
tensive animals is striking. Failure to demonstrate either renin or hyper- 
tensin in systemic blood in human and experimental hypertension in the 
chronic benign phase may be attributable to the inadequate amount of 
blood that has been used for the tests, to the lack of sensitivity of the method 
for its detection, or even to the destruction of the hypertensin during 
preparation. Whether the humoral mechanism is effective in only the rela- 
tively acute stages of the hypertension and whether the late stage is due to a 
neurogenic factor, to greatly increased sensitivity, to hypertensin, or to 
another humoral mechanism, remains to be determined. 

Thus the mediation of renin and hypertensin in the chronic, benign phase 
of hypertension has not been proved either for animals or man. Participation 
of other pressor substances, such as epinephrine, guanidine, tyramine, and 
pitressin, may be excluded from serious consideration. The exact part 
played by other chemicals, such as the vaso-excitor material (VEM) and 
vaso-depressor material (VDM) of Shorr and collaborators, of the sustained 
pressor substance of Shipley, Helmer and Kohlstaedt, as well as the arterin 
and arterio-hypertension of Diaz, still remains to be established. 

It is doubtful that any of the known endocrine organs play a primary part 
either in essential hypertension associated with vascular disease in man or in 
experimental renal hypertension in animals. Selye has suggested that the 
primary event is some form of stress acting on the hypothalamus which 
affects the pituitary, and then the adrenals, with release of corticosteroids 
that affect the kidneys, especially their blood vessels, with resultant develop- 
ment of nephrosclerosis. There is no definite evidence, however, for the 
view that the hypophysis plays a primary or even a secondary part in the 
pathogenesis of experimental renal hypertension. There are definite indica- 
tions that the adrenal cortical hormones may play at least a secondary part 
in the development and maintenance of experimental renal hypertension and 
perhaps of human hypertension. In the former the adrenal cortex plays its 
part presumably by influencing the production of hypertensinogen. This 
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action is evidently exerted by an effect on the liver which is probably the 
source of this protein. 
CONCLUSION 


The striking and abundant similarities between human essential hyper- 
tension and experimental renal hypertension certainly suggest, but do not 
prove, that the former may also be of renal origin. Even if the renal origin 
of this form of hypertension should become established beyond question, it 
will still remain necessary to determine the cause of the arterial and arteriolar 
sclerosis which, when it affects the kidneys to a sufficient degree, determines 
the renal humoral mechanism of hypertension. The failure of animals to 
develop widespread arterial or arteriolar sclerosis, even after years of hyper- 
tension, without accompanying impairment of renal excretory function (be- 
nign phase) does not lend support to the view that hypertension is a sufficient 
condition for the production of the vascular sclerosis. This may mean, 
however, only that the blood vessels of animals are less sensitive than 
human blood vessels to the effect of increased vascular tension alone, 
although they appear to be even more sensitive to the conditions which 
determine the necrotizing vascular changes of the malignant phase. Whether 
or not incipient hypertension, on the basis of psychoneurogenic vasospasm, 
does precede the development of the vascular disease, is not known, but 
because the probable primary significance of renal arterial and arteriolar 
sclerosis has been indicated by the experimental studies, the cause of the 
vascular disease has now become the most important problem in the future 
investigation of the pathogenesis of hypertension. Perhaps the recent con- 
tributions of Hartroft, on the vascular disease which results from deficiency 
of lipotrophic factor, under special conditions, and the work of Gofman, 
Simms, Barr, Kendall, Katz and others, on the significance of certain 
lipoprotein fractions in the blood, may prove to be the clues to further 
advancement of our knowledge of this phase of the subject. 
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THE DRUG TREATMENT OF 
HYPERTENSION 


By IAN G. W. HILL, C.B.E., T.D., M.B., F.R.C.P.Ep., F.R.S.E. 
Professor of Medicine, University of St. Andrews. 


Tue early history of the drug therapy of hypertension reflects in a measure 
the alternating hopes, disappointments and frustrations which swayed 
medical opinion as successive remedies were introduced, found wanting, and 
discarded. The realization that no remedy in the Pharmacopeia could reduce 
the pressure levels in this disorder to normal was to some extent offset by 
the belief that maintenance of the pressure at a high level was necessary for 
the well-being of the affected individual. It was taught, for example, that the 
kidney acclimatized to perfusion with blood at a systolic pressure of over 
200 mm. Hg, would fail in its function if the pressure were reduced per- 
manently to 130 or 150 mm. Hg. Thus from thereapeutic impotence and 
physiological dogma was born the dictum ‘Do not adjust the pressure to the 
patient, but teach the patient to live in harmony with his pressure’. 

Today, thanks largely to the study of patients successfully treated by 
sympathectomy, it is realized that the abnormally high pressure may be re- 
duced to approximately ‘normal’ values without failure of cerebral, cardiac 
or renal function. It is, of course, true that a sudden and profound fall in 
pressure may lead to catastrophe, particularly to cerebral or coronary throm- 
bosis. In my experience, a sudden fall of blood pressure in an anginal 
subject, due to the surgical shock of a perforated peptic ulcer, has been 
followed within an hour by the development of a major coronary thrombosis ; 
and in another individual repeated haematemeses with post-hemorrhagic 
shock were followed by repeated and prolonged attacks of myocardial 
ischaemia. But in general, a moderate fall in blood pressure is not attended 
by dangerous sequelz. Further, there is general recognition today that the 
high pressure is not simply a sign of the disorder, essential hypertension, but 
that high blood pressure maintained over long periods leads directly to many 
of the degenerative vascular changes in heart, brain and kidney, which in 
turn precipitate disordered function or gross failure of these vital organs in 
the advanced hypertensive. Reduction in the pressure leads not only to 
symptomatic relief of headache and visual upset, but may confer great 
benefit in other ways. Attacks of paroxysmal nocturnal dyspnoea (cardiac 
asthma) due to acute left ventricular failure may be prevented, the dangerous 
crises of hypertensive encephalopathy relieved or avoided, and gross retinal 
changes may regress. 


NITRITES 


Chronologically, the first vasodilator drugs to be employed in hypertension 
were the nitrites. It soon became clear, however, that their action, although 
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powerful, was transient, and their use became limited to acute crises in 
which rapid relief, even for a few minutes, might serve to tide the patient 
over a critical period. The victim of angina pectoris, for example, may use 
nitroglycerin or amyl nitrite to relieve an attack, and recurrence of pain may 
be suppressed for long after the demonstrable action on the blood pressure 
has passed off. Search for a longer-acting nitrite led to the use of erythrol 
tetranitrate, with an action persisting for an hour or two after ingestion, but 
which is still far from ideal as a means of reducing high pressure over long 
periods. Recently, nitrates of hexahydric alcohols (mannitol hexanitrate, 
inositol hexanitrate) have also been used in the treatment of hypertension. 


THIOCYANATE 


The nitrites were followed in popular favour by thiocyanate; this has a 
definite hypotensive action which, by suitably adjusted maintenance dosage, 
can be extended to give long-term control of hypertension. The drug has, 
however, many disadvantages, not the least of which is the necessity for 
careful biochemical control of its concentration in the blood. Toxic rashes 
and gastro-intestinal upset follow overdosage. In practice, potassium thio- 
cyanate is given orally in a dose of 0.3 to 0.9 g. daily, the amount required 
varying from case to case. The aim is to maintain a blood level of 8 to 12 
mg. per 100 ml., and at the start of treatment weekly estimations are re- 
quired. Later, on a suitable maintenance dose, a check at longer intervals 
suffices. 

Recent experience with this drug under controlled conditions is reported 
by Alstad (1949), who foune, that some reduction of basal blood pressure 
occurred in about 60 per cent. of cases. He found, however, that the re- 
duction in pressure is maximal in early cases, and that patients with cardiac 
enlargement, electrocardiographic or retinal changes, are little affected. In 
other words, the drug is least effective in precisely the individuals most in 
need of therapy. Further, thiocyanate is badly tolerated by patients over 
sixty years of age, by those with the malignant form of the disease, and by 
those who have already had cardiac or cerebral complications. Its effects on 
the hypertension are inconstant and largely unpredictable (Platt, 1950), and 
its most reliable effect is simply to relieve headache. In short, its use today is 
not general, the disadvantages far outweighing the slender and uncertain 
benefits. 

SEDATIVES 


In many individuals with hypertension the blood pressure is highly un- 
stable, varying over a wide range with excitement, effort and anxiety. This 
labile blood pressure is a feature of early and moderately advanced cases of 
the disorder, whereas in the later stages the pressure tends to become 
relatively fixed, often at a high level. Such fixation is presumably due to 
secondary degenerative vascular changes which render the arterioles in- 
capable of full dilatation. The fall in blood pressure which regularly occurs 
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in hypertensive patients confined to bed for a few days may be considerable. 
It is imperative, in assessing the value of any therapeutic agent, that ad- 
ministration of the drug be delayed until the blood pressure in the individual 
case has become stabilized at its new lower level by a few days’ rest under 
hospital conditions. Neglect of this fundamental precaution leads to grave 
errors, since whatever remedy is being employed is apt to be credited with a 
fall in pressure which is due simply to rest and sedation. 

Sedation tests were introduced in an attempt to gauge the extent of ir- 
reversible vascular sclerosis, using a barbiturate in dosage sufficient to 
produce sleep, and recording the blood pressure at intervals before, during 
and after the narcosis. Amytal sodium, 3 grains (0.2 g.) thrice, at hourly 
intervals, is usually employed for this test, or thiopentone, 0.5 g. intra- 
venously, may be substituted. The prompt and often considerable fall in 
pressure which follows administration of these narcotics is generally used in 
the prognosis and assessment of a case, but it can be used therapeutically. 
In acute hypertensive crisis with cerebral symptoms and signs, barbiturate 
in the above dosage may not only calm the patient for some hours but may 
cause enough fall in blood pressure to relieve his symptoms for the same 
period. Full sedation can be maintained with suitably graded and spaced 
doses of amytal, so that the patient drowses quietly in bed, rousing a little 
for meals and toilet, but spared for most of the twenty-four hours from the 
dangers of an extravagantly high pressure. Useful as such sedatives are in an 
emergency, they are obviously impracticable for maintenance treatment of 
the hypertensive; the patient has his life to lead and possibly his living to 
earn, and cannot be kept somnolent and bedridden indefinitely. 


SYMPATHOLYTIC, ADRENOLYTIC AND GANGLION-BLOCKING 
AGENTS 


During the last few years various groups of drugs have been introduced with 
actions either blocking the impulses at sympathetic ganglia, or interfering 
with sympathetic function or adrenaline action—the so-called ‘sympatho- 
lytic drugs’ or ‘adrenergic blocking substances’. Of these, several have 
specific uses not primarily connected with essential hypertension, e.g. 
benzyl-imidazoline (tolazoline: ‘priscol’) in a dose of 50 mg. intravenously 
causes release of vascular spasm in the extremities, with increase in skin 
temperature lasting about one to one-and-a-half hours. The drug is, how- 
ever, useless for relief of hypertension and may produce gross side-effects 
(Douthwaite and Finnegan, 1950). Again piperidyl-methyl-benzodioxane 
(‘piperoxane’ or ‘933F’) has an apparently specific action in causing a fall 
in blood pressure when administered to cases of pheochromocytoma, whilst 
in essential hypertension the drug produces a pressor response and may lead 
to pulmonary edema from left heart failure. This curious effect was thought 
to be due to the secretion by such tumours of adrenaline, the action of which 
is blocked by the drug. Recent evidence, however, tends to show that at 
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least some of these tumours produce nor-adrenaline, and not adrenaline as 
was formerly held. For a summary of the contrasting actions of these two 
closely allied substances see Euler (1951). There are risks with this test, 
and its fallacies and dependability are at present under investigation. The 
drug has obviously no place in the treatment of essential hypertension, but 
is a powerful tool to be used with caution in diagnosis of the rare phzxo- 
chromocytomas (Swan, 1951). Dibenamine (Nickerson and Goodman, 1947), 
an irritant substance allied to the nitrogen mustards, has an adrenolytic 
action, and a single intravenous injection to a patient with hypertension may 
cause a fall in blood pressure towards normal, lasting up to thirty-six hours. 
So far, however, the drug has no place in routine treatment of this disorder. 

Di-hydro-ergocornine, an ergot derivative with sympatholytic properties, 
seems also without effect in hypertension as a long-term measure. 

A ganglionic blocking-agent, tetruethylammonium bromide ('T.E.A.B.), 
discovered in 1915 by Burn and Dale, fias been recognized for some years as 
possessing marked hypotensive activity. In doses of 400 mg. intravenously, 
it produces a transient and in some cases marked fall in pressure. It is of 
interest mainly in view of its chemical relation to the newer compounds next 
to be described. 

METHONIUM COMPOUNDS 

The most promising of the newer ganglionic blocking-agents are the halogen 
salts (iodide, bromide and chloride) of hexamethonium and pentamethon- 
ium. The methonium compounds have a common structure in which two 
nitrogen atoms, each with three attached methyl groups, are attached to the 
opposite ends of a chain of CH, groups. The drugs of the series vary in 
respect of the number of carbon atoms in this polymethylene chain; from 
C,. (decamethonium) with its curare-like action at the myoneural junctions 
in skeletal muscle, to C,; (pentamethonium) and C, (hexamethonium) with 
actions primarily on the autonomic ganglia. These latter are effective anti- 
dotes to decamethonium paralysis, but have striking pharmacological actions 
of their own (Paton and Zaimis, 1949; Paton, 1951). They act on both 
sympathetic and parasympathetic ganglia and therefore produce a wide 
range of effects—pupillary paralysis, intestinal ileus, gastric hyposecretion or 
atony, as well as a profound fall in blood pressure from relaxation of vaso- 
constrictor tone. In man, the effects on the blood vessels of the limbs are 
much more marked in the legs than in the arms, and the blood pressure effects 
are greatly modified by posture. A dose with no apparent effect on blood 
pressure in the recumbent posture may lead to profound hypotension or 
syncope when the patient sits up or stands. The effects of the methonium 
compounds are sufficiently striking and the results in the treatment of 
hypertension sufficiently encouraging to warrant fairly full discussion. 
Recent British literature contains many comprehensive papers on their 
actions (Burt and Graham, 1950; Campbell and Robertson, 1950; Turner, 
1950, 1951; Smirk, 1950, 1951; Locket, Swann and Grieve, 1951). 
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Briefly, penta- and hexa-methonium salts, injected intravenously in doses 
of 30 to 40 mg., produce a fall in blood pressure within one to five minutes, 
which is sustained for from a half to two hours. Both systolic and diastolic 
pressures fall, and there is marked increase in the hypotensive response 
when the subject assumes the erect posture, or even when he sits up in bed. 
The hypotensive symptoms are promptly relieved by walking or by lying 
down. The drugs are also active when injected intramuscularly or hypo- 
dermically, and when given by mouth. The effective dosage by the oral 
route is, however, considerably greater than the parenteral dose, and the 
effects are less reliable. Some degree of tolerance seems rapidly to be 
established, necessitating gradual increase in dosage in maintenance treat- 
ment. There is no standard dose suitable for all patients, but that best suited 
to the individual must be found by trial and error. Toxic side-effects are 
common, but seldom serious or intractable. Among these are visual dis- 
turbance from pupillary paralysis, and alimentary symptoms, from simple 
nausea and heartburn to constipation; on occasion, paralytic ileus may occur. 
When the bromide is the salt employed, bromism may develop, particularly 
if chloride restriction is enforced while the drug is administered. 

Whilst some authors (e.g. Campbell and Robertson, 1950) recommend 
initial treatment with 100 mg. intramuscularly four-hourly, and later oral 
administration working up to as much as 0.5 g., three, four or six times 
daily, in my experience a large dose should not be given until the reaction 
of the patient to, say, 15 mg. has been tested. Further oral administration 
gives unreliable results. Smirk (1951) advocates subcutaneous injections 
throughout in place of oral therapy. Patients can be taught self-administra- 
tion as for similar injections of insulin in diabetes. The initial stabilization 
on a suitable maintenance dose and testing of the response to the drug are 
best accomplished with the patient in hospital, but later, maintenance treat- 
ment may be supervised in out-patients. Smirk gives 15 mg. as a test dose, 
followed by 25 mg. thrice daily. As tolerance develops, this is increased to 
from 50 to 250 mg., given twice or thrice daily according to the response 
of the individual. 

The marked spontaneous variations in blood pressure readings in any 
hypertensive patient render assessment of the effects of such drugs far from 
easy. Turner (1950) advocates that pressure readings should be taken daily 
at the same hour under standard conditions, preferably by one observer, 
using always the same arm. Symptomatic improvement is more easily 
gauged, although suggestion may play a part in subjective improvement in 
some cases, Most authors are agreed, however, that headache is strikingly 


relieved and dyspneea and vertigo improved. 

Campbell and Robertson (1950) published the results of treatment of six patients 
with severe hypertension, five of whom showed papillaedema, and in whom head- 
ache was abolished in every case; vision improved and papilledema regressed 
markedly. Three who suffered from paroxysms of nocturnal dyspnoea found relief, 
and angina was relieved in one case. 
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Other authors have commented on the relief of the labouring left ventricle 
in severe hypertension, sometimes with abolition of pulsus alternans and 
gallop rhythm and regression of electrocardiographic abnormalities, as ob- 
jective confirmation of the subjective improvement. Cases have been 
published also in which no relief was obtained from use of the drugs 
(Locket, 1951; Locket, Swann and Grieve, 1951; Banton, 1951), and cases 
of severe intolerance are recorded, mainly paralytic ileus (Ball, 1950; 
Bourne and Hosford, 1951). Two recent authoritative assessments may, 
however, be quoted, both by men who have worked extensively with the 
drugs :— 

‘I have come to regard the benefits of methonium therapy in hypertension as of a 
different and higher order from those ordinarily obtainable by other methods’ 
(Smirk, 1951); ‘No patient should be submitted to surgical sympathectomy for 
hypertension until a thorough trial with methonium has been made. Likewise every 
patient with malignant hypertension should be so treated’ (Turner, 1951). The 
latter advises further that cases of left ventricular failure due to hypertension, and 
cases of pregnancy toxemia should be similarly treated. 

The general consensus of opinion is that these drugs are well worthy of 
trial in severe or advanced cases of hypertension, but that they are in no way 
a routine measure for adoption in all, and especially in early mild cases of 
the disorder. It is apparent that the initial tests with the drug and the 
assessment of the dose in any individual case require careful observation in 
hospital, although maintenance treatment can be carried out at home and 
without the close laboratory control so necessary, for example, with thio- 
cyanate therapy. The oral route of administration is probably best avoided. 


OTHER HYPOTENSIVE AGENTS 

A host of drugs of vegetable origin have at one time or another enjoyed a 
vogue in the treatment of high blood pressure, the list including such diverse 
preparations as extracts of water-melon seeds and of mistletoe. One of the 
oldest, Veratrum viride, or hellebore, is again receiving attention, now under 
strict conditions of animal experiment and controlled observations on 
patients (Kauntz and Trounce, 1951; Dawes, 1951). It is apparent that 
extracts of this plant contain some hypotensive substances, but there is 
great variation in the relative amounts of the different alkaloids present in 
different extracts. One active principle has a hypotensive action in doses of 
3 microgrammes per kilogramme of body weight, i.e. about 0.2 mg. for an 
average adult male. The fall in pressure lasts for from one to three hours, 
and is accompanied by a slowing of the heart rate, which is abolished by 
atropine (Wilkins, 1950; Meilman and Krayer, 1950). The drugs are, 
however, still in the process of isolation and controlled testing, and so 
far clinical results are not very encouraging. Toxic effects are common, 
and hypotensive action is seen in only about 50 per cent. of hypertensive 
patients 

Similar studies under contrc!led conditions are being made of another old 
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folk-remedy, the Rauwolfia Serpentina of India (Vakil, 1949). The results 
at least warrant further investigation. 


SUMMARY 


The time is not yet ripe for a final assessment of the value of drug therapy in 
the management of hypertension. Current opinion may, however, be sum- 
marized as follows: brief reduction in pressure in emergency can be achieved 
with nitrites or T.E.A.B.; heavy sedation with barbiturates will result in 
some reduction in pressure in most cases for as long as the narcosis is main- 
tained; the long-term reduction of pressure in at least a proportion of 
established cases of hypertension can be achieved by the ganglionic-blocking 
action of the methonium drugs, and their use constitutes probably the most 
encouraging forward step in the drug therapy of hypertension at the present 
time. Careful assessment of each individual case in respect of response, 
dosage and tolerance is required; there is no rule-of-thumb schedule of dose 
to be followed; occasional serious toxic effects occur; and complete failure 
to respond, especially with oral administration, is fairly common. Prepara- 
tions of Veratrum and other vegetable derivatives are still under trial, and 
their general use in practice is far from practicable. 


The references appended are in the main to readily accessible recent British 
publications, and are by no means exhaustive. 
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DIET AND HYPERTENSION 


By GRAHAM W. HAYWARD, M.D., F.R.C.P. 


Assistant Physician, St. Bartholomew's Hospital, and the National Heart 
Hospital, London. 


A RELATIONSHIP between diet and hypertension has long been suspected, and 
many attempts have been made to treat hypertension and hypertensive 
heart disease by various modifications in the diet. The value of such methods 
is extremely difficult to assess, chiefly because of the usual absence of an 
adequate control period before treatment is started, and because of a failure 
to appreciate the spontaneous variations in blood pressure which may occur 
if a hypertensive patient is observed over a long period of time (Ayman, 
1949; Chapman and Gibbons, 1950). With rest and sedation, particularly if 
carried out in hospital, a more stable blood pressure level is soon reached, 
and if this treatment alone is continued the blood pressure may continue to 
fall gradually. Other manifestations of hypertension show a similar varia- 
bility, and the retinal changes or degree of papilladema may retrogress 
spontaneously. Dietary treatment of hypertension rarely causes a dramatic 
fall in blood pressure and, unless there has been a long period of observation 
under controlled conditions, it is difficult to be sure that any changes are the 
resuit of the particular modification of diet under investigation. 


OBESITY AND HYPERTENSION 


There is a clear relationship between obesity and hypertension. Hyper- 
tension occurs more commonly in patients who are overweight than in those 
of normal weight, and the increase in pressure is roughly related to the 
degree of obesity. The association is more important over the age of forty- 
five, particularly in women, although follow-up of younger obese patients 
shows a higher incidence of hypertension in later life (Levy et al., 1946). 
Both systolic and diastolic pressures are increased, the former more than 
the latter. It has been suggested that the type of hypertension seen in obese 
patients runs a relatively benign course as, although obesity and hyper- 
tension separately increase the mortality rate, the rate is lower in the obese 
hypertensive than in the patient with hypertension alone (Bechgaard, 1946). 
Weight reduction by dietary restriction is a valuable method of treatment 
of the obese hypertensive. A significant fall in blood pressure sometimes 
results and the subjective improvement may be marked even if there is 
relatively little change in blood pressure. Dyspneea in this type of patient is 
often the result of the mechanical load of the obesity rather than a sign of 
left ventricular failure, and the effort tolerance usually improves strikingly 
as the weight falls. Headaches and fatiguability may show similar improve- 
ment. The fall in blood pressure persists only so long as the weight remains 
at a lower level and may exceed its original level if the weight rises again 
(Brozek et al., 1948). 
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A reasonable rate of weight loss is achieved by a diet containing 1000 to 
1,200 calories daily, which may be increased slightly when the patient’s ideal 
weight has been reached (page 554). There is no evidence that either carbo- 
hydrates, proteins or fatty foods have any effect on the blood pressure, ex- 
cept in so far as they contribute to the excessive caloric intake, and no 
isolated article of food, such as red meat or foods containing purines, should 
be singled out for drastic reduction in planning a reducing diet. The 
presence of hypertension is no contraindication to the use of amphetamine 
sulphate (5 mg. twice daily) to decrease appetite if the patient experiences 
difficulty in staying on this strict reducing diet. It should be remembered 
that a moderate daily intake of alcohol provides many extra calories and, 
although there is no need for undue restriction of alcohol in the average 
hypertensive patient, these extra calories may be found to provide an un- 
duly large proportion of the total intake of the patient on a reducing diet. 
One pint of beer provides 200 to 300 calories and a small gin and lime 100 
calories. 


LOW-SALT DIETS 


The present interest in the treatment of hypertension by low-salt diets is the 
direct result of the much publicized reports of the successes attributed to the 
Kempner rice diet. This method of treatment is by no means new, although 
until recently it had fallen into disrepute and was rarely used. The earliest 
reports of the beneficial action of salt restriction in hypertension (Ambard 
and Beaujard, 1904) followed closely the discovery of the use of such diets 
in the treatment of cardiac and renal edema. In both renal and essential 
hypertension the blood pressure fell when the salt intake was reduced but 
rose again when the salt was increased. Historically it is of interest to note 
that the low-salt diet of Laufer (published in 1904) has been calculated to 
contain 0.8 gramme of sodium chloride with 77 grammes of protein and 
2,700 calories (Chapman and Gibbons, 1950), and so is almost identical in 
content with the modern low-sodium diet. 

Little use was made of this method of treatment until interest was revived 
by the work of Allen (Allen and Sherrill, 1922), who used it with the in- 
tention of decreasing the work of the kidney and thereby reducing the 
hypertension. His results have rightly been criticized on the grounds that 
the investigations were all uncontrolled, and numerous other investigators in 
the next ten years were unable to repeat his results. There seems, however, 
to be little doubt that his patients were improved, and his work is of im- 
portance in that it showed that patients could be kept for long periods on 
diets containing 0.5 to 0.75 gramme of salt with a normal amount of pro- 
tein and providing over 3000 calories daily. Other investigators were unable 
to repeat Allen’s results, so that interest in the low-salt diet again waned and 
little was heard of it until Kempner reported the results of treatment with 
his rice diet. 
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The theoretical basis of the Kempner rice diet is that as a result of kidney 
disease, the kidney forms abnormal substances from constituents of the 
normal diet which are responsible for the development of hypertension, 
retinal changes and changes in the heart itself. The use of the rice diet 
which is low in salt, protein and fluid, lessens the work of the kidney and the 
production of these ‘abnormal substances’, so that the hypertension and 
other manifestations of hypertension will improve. 

The rice diet provides about 2000 calories daily, with 20 grammes of 
protein, 5 grammes of fat and about 460 grammes of carbohydrate. It con- 
tains 150 mg. of sodium and 200 mg. of chloride. The patient takes 250 to 
350 grammes of rice (dry weight) daily, boiled or steamed in plain water or 
fruit juice, without added salt, milk or fat, but no other food apart from 
sugar and dextrose, which are allowed freely, together with fruit and fruit 
juices. The total fluid intake is limited to 700 to 1000 ml. Vitamin supple- 
ments are given in addition to the diet (page 554). 

Kempner’s results of treatment with this diet are impressive (Kempner, 
1948). 

Of 500 cases of hypertension, 64.4 per cent. were improved after an average period 
of treatment of 89 days, and in 62 per cent. there was a significant fall in blood 
pressure (over 20 mm. Hg in mean pressure). Prolonged treatment was shown to be 
necessary—51 per cent. showed a fall in blood pressure after 35 days’ treatment, 
whereas after 35 to 898 days, 70 per cent. responded. Changes in the fundi were 
recorded photographically before and after treatment in 88 patients with papil- 
laeedema, hemorrhages or exudates. Papilledema was present in 23 of these, and in 
18 it disappeared completely. Haemorrhages disappeared in 39 out of 55 cases, and 
exudates in 42 out of 70. The average duration of treatment for these changes to be 
observed was 14 months. 44 per cent. of patients showed a decrease in heart size of 
more than 10 per cent. of the transverse diameter, and of 145 patients with ab- 


normalities in T, of the electrocardiogram, 52 per cent. showed reversion to or 
towards normal. 


Kempner’s results have been criticized on the grounds that there was no 
control period of observation before treatment was started, and that all the 
changes reported to have occurred as a result of this method of treatment 
might be due to spontaneous variations in the course of the disease or to 
suggestion. The absence of a control period undoubtedly makes the figures 
for improvement in blood pressure too high, but the number of cases show- 
ing improvement in heart size and retinopathy is far higher than would have 
occurred spontaneously. A considerable fall in body weight may in some 
cases be due to loss of edema fluid, but more commonly it is caused by 
failure of the patient to take the whole of the diet or because the protein 
intake is so low that there is a negative nitrogen balance. 

Since 1944, when the results of treatment with the rice diet were first 
published, a large number of reports concerning its use have appeared in 
the literature, and at the present time there is no general agreement as to its 
value. A recent study in this country on the rice diet in the treatment of 
hypertension (Report to M.R.C., 1950) has confirmed some of Kempner’s 
findings. 
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In a series of 35 patients with diastolic pressures over 120 mm. Hg, the average 
fall in blood pressure over a period varying from 20 to 95 days was 55 mm. Hg 
systolic and 26 mm. Hg diastolic pressure; 75 per cent. of patients with symptoms 
referable to the hypertension obtained relief, often within a few days. 

All of these patients were treated in hospital, but the fact that the control 
period was short—‘at least 10 days’—detracts from the value of their con- 
clusion that the rice diet will produce a considerable fall in blood pressure 
in about 70 per cent. of patients with either renal or essential hypertension. 


LOW-SODIUM DIET 


The beneficial effects of the rice diet are probably due more to its low-salt 
content than to any sparing effect on the work of the kidney as postulated 
by Kempner. Although it was originally thought by Ambard and by Allen 
that the chloride ion was responsible for the effect on the blood pressure, it 
now seems clear that it is the sodium ion of the diet which is more important 
in regulating the blood pressure. Bryant and Blecha (1947) used a diet pro- 
viding 2,200 calories daily, with normal protein, fat and carbohydrate con- 
tent which contained only 200 mg. of sodium. They obtained results similar 
to those of Kempner in 100 patients with essential hypertension. There was 
marked symptomatic improvement in nearly all cases, and a significant 
lowering of blood pressure occurred in 20 per cent. Schroeder (1948) also 
reported improvement in some patients on a low-salt diet containing not 
more than 1 g. of sodium chloride daily. Corcoran, Taylor and Page (1951), 
in a well-controlled investigation, concluded that 25 per cent. of patients with 


severe hypertension would react favourably to sodium restriction using a 
200 mg. sodium diet. They confirmed previous observations that in patients 
reacting favourably to the diet the blood pressure level could be raised or 
lowered at will by increasing or decreasing the sodium intake. A specimen 
diet containing 400 mg. sodium is shown in the table on page 555. 


SALT DEPLETION SYNDROME 


The use of these low-sodium diets is not without risk, as sometimes undue 
salt depletion may occur and cause death of the patient in uremia. There is 
definite impairment of renal function on a 200 mg. sodium diet in both 
normal man and patients with hypertension. In hypertensive patients who 
have initially impaired renal function the low-sodium diet may be disastrous. 
Usually the urinary output of sodium and chloride falls to a very low level 
within a few days of starting the diet, but in the presence of renal disease, 
sodium loss in the urine may continue, and undue depletion of the body 
store of sodium occurs. Headache, anorexia and abdominal cramps follow, 
with oliguria and death from uremia. Prompt recognition of the origin of 
these symptoms and administration of salt may cause renal function to 
revert to its original state (Schroeder, 1949). Estimations of the urinary 
sodium output in the early stages of treatment should prevent this complica- 
tion of therapy occurring, but if these are impracticable it is wise to avoid the 
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use of a low-sodium diet in any patient who has obvious impairment of 
renal function. 
PRACTICAL APPLICATION 

In spite of the criticisms which have been made about many of the reports on 
the use of the low-sodium diet in the treatment of hypertension, there is no 
doubt that the majority of patients adhering strictly to it will obtain relief 
of symptoms and that in at least 25 per cent. of them a significant fall in 
blood pressure will occur. There is no evidence that protein deprivation has 
any effect on the course of the hypertension, but the weight reduction which 
commonly occurs on such diets, particularly the Kempner rice diet, may be 
a contributory factor, and certainly suggestion may play a part in some 
cases. The important feature is the low level of sodium intake, although the 
mechanism by which sodium depletion lowers the blood pressure is un- 
known. The practical application of these results is surrounded with 
difficulty, as the salt intake must be lower than 1 gramme daily, and pre- 
ferably only 0.5 gramme if any beneficial result is to be expected. Also the 
diet must be adhered to indefinitely, as the blood pressure regains its original 
level as soon as a normal diet is resumed. The normal full diet may contain 
from 10 to 20 grammes of salt daily and to prepare a palatable diet contain- 
ing less than 1 gramme requires considerable skill on the part of the dietitian. 
All reports agree that the Kempner rice diet is extremely difficult to adhere 
to, and nearly all patients in this country find it intolerable after two to six 
weeks, Out-patient treatment has proved to be possible in clinics where large 
numbers of patients are being treated with the diet simultaneously, but here 
‘a form of stimulated enthusiasm seems to be required, approaching religious 
fervour’ (Ann. intern, Med., 1950), and where the powers of suggestion are 
effectively utilized. The low-sodium diet with normal amounts of protein, 
fat and carbohydrate is more practicable, although it still requires much 
patience and cooperation on the part of the patient. 

Dietary treatment with the low-sodium diet is unnecessary in the patient 
with symptomless hypertension and with no signs of hypertensive heart 
disease. The undue attention which is paid to the actual level of the blood 
pressure and the necessity of making frequent measurements of it are only 
too likely to induce hypochondriasis. In the patient with severe hyper- 
tension, cardiac enlargement and hypertensive retinopathy the low-sodium 
diet is well worth a trial if the patient is prepared to cooperate and if there is 
no marked impairment of renal function. Treatment should be started pre- 
ferably in hospital where rigid dietary control and accurate observations of 
the blood pressure under controlled conditions are possible. If at the end of 
four to six weeks’ treatment symptoms are not relieved and no significant 
change in blood pressure has occurred, the diet should be abandoned. If 
improvement has resulted, treatment may then be continued as an out- 
patient if the patient has the intelligence and perseverance to prepare the 
diet himself. Even so, occasional estimations of the urinary chloride, or 
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better still the urinary sodium, should be carried out to confirm that the 
patient is adhering to the diet. 

Weight reduction of the obese by means of a suitable reducing diet will 
usually relieve symptoms and the degree of hypertension may be improved. 
It is customary to advise moderate restriction of salt intake, such as the 
avoidance of added salt at the table, to all hypertensives, but there is no 
evidence that this has any effect on the course of the disease. 

The recent development of the ion-exchange resins may make the rigid 
low-salt diets unnecessary. These resins, which are taken by mouth, im- 
mobilize most of the sodium in the alimentary tract, and the resin plus 
sodium is excreted in the faeces. The preparations at present available in this 
country are bulky and unpleasant to take and also unreliable in their action, 
but future development of them may make this method of treatment useful 
as a method of producing sodium depletion. 


SUMMARY 


(1) Weight reduction in the obese hypertensive patient by means of a low- 
caloric diet usually relieves symptoms and may result in some improvement 
in the degree of hypertension. 

(2) There is no evidence that any particular article of food, such as red 
meat, has any effect on the course of the disease. 

(3) The use of a low-sodium diet is worth a trial in severe hypertension of 
cardiac or renal origin, provided there is no gross impairment of renal func- 


tion. A significant fall in blood pressure can be expected in at least 25 per 
cent. of patients and the degree of retinopathy may be improved. The blood 
pressure returns to its original level if a normal diet is resumed. 

(4) The similar beneficial effect of the Kempner’s rice diet is due to its 
low sodium content. It is not a practicable method of treatment in this 
country, as only an exceptional patient is able to tolerate the diet. 


The specimen diet sheets were prepared by Miss Gage of the Dietetic Department, 
St. Bartholomew’s Hospital. 
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rooo CALORIE REDUCING DIET 


Avoip—jam, marmalade, syrup, honey, made-up dishes, pastry, pies, cakes, sausages, 
fried food, macaroni, thick soup, thick gravy. 


Menu 


Breakfast : Tea with 2 tablespoonsful milk. 
2 oz. bread (2 slices }” thick). 
Butter from allowance. 
Fruit—any except bananas, grapes or dry fruit. 


Midmorning: Meat extract or tea or coffee (black). 


Dinner: Egg or cheese, meat, fish, small helping not fried. 
Vegetables except potatoes, peas, beans or beetroot. 
Fruit—as at breakfast. 


Tea with 3 tablespoonsful milk. 
2 oz. bread, butter from allowance. 
Salad (no beetroot). 


Tea with 2 tablespoonsful milk. 

2 oz. bread, butter from allowance. 
Meat or fish or cheese, medium helping. 
Vegetables as at dinner. 

Fruit as at breakfast. 


Day’s allowance of butter $ oz.—no other fats allowed at all. 
1 oz. bread=2 MacVita biscuits=3 Ryvitas=2 cream crackers=3 water biscuits. 


RICE DIET 


10 oz. rice (before cooking). 

I pint orange juice. 

4 oz. blackcurrant purée diluted to } pint. 
4 helpings fruit. 

4 0z. glucose or sugar. 


Na. 
Cc. P. F. (mg.) Calories 
Approximate value 460 24 3 56 2000 


With the addition of :— 


Vitamin A 5000 units 

Vitamin D 1ooo units 

Thiamine chloride 5 mg. Daily 
Niacinanide 25 mg. —_ 
Calcium pantothenate 2 mg. 

Ferrous sulphate 0.6 mg. J 


Fluids are restricted to those mentioned above. 

Rice—any kind, boiled or steamed without fat. 

Fruit—all kinds preferably fresh. No nuts or dates. 

Sugar—any kind or honey. 

Fruit juice—all kinds—fresh or tinned. No vegetable or tomato juice. 


This diet werks out at one fruit-bowl of boiled unsalted rice and one piece of 
fruit at each meal. 
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400 MG. SODIUM DIET 


Protein ‘ 
Daily (grammes) Calories 


¢ pint milk i. .% 5 95 


6 oz 


. saltless bread na at 14 444 


I egg - a” av: a 7 92 


4 0 
14 oz 
4 he 
4 he 
4 0 


14 oz. 


2 OZ 
2 oO 


Breakfast : 


Midmorning: 
Lunch: 


Midafternoon : 
Tea: 


Supper: 


Last thing: 


. fish + 48 Pe 20 120 
. meat ‘ st 10 124 
Ipings fruit .. P oh u 160 
Ipings vegetables... as t 160 
. potatoes .. zn + 92 
‘casilan’ (Glaxo) in water 168 
. sugar “s on vi 

. saltless butter or margarine 


Menu (s.f.=salt free) 
Milk from allowance in tea. 
Bread (s.f.) and butter (s.f.), marmalade. 
Fruit. 
I egg or stewed tomatoes (s.f.) or stewed mushrooms (s.f.) or boiled 
fish 2 oz. (s.f.). 
‘Casilan’ in water, flavoured with coffee. 
14 oz. meat (s.f.) or 1 oz. chicken (s.f.) or 3 oz. rabbit (s.f.). 
Potatoes (s.f.). 
Vegetables. 
Fruit. 
‘Casilan’ in water flavoured with tea. 
Milk from allowance in tea. 
Bread (s.f.) and butter (s.f.), jam. 
Fruit. 
Salad. 
Milk from allowance in tea. 
4 oz. fish (s.f.). 
Vegetables (s.f.). 
Potatoes (s.f.). 
Fruit. 
‘Casilan’ in water with coffee flavouring. 


Avoid 


(1) All salt in cooking and at table. 
(2) Any foods containing baking powder or bicarbonate of soda. 
(3) Any specifically salty food, e.g. bacon 


smoked or dried fish 
tinned meat 

cheese 

tinned fish 

tinned vegetables 


(4) Preserved fruits containing sodium glutamate as a flavour-retainer (this will be 
stated on the label of the jar). 

(5) Chocolate and its products. 

Salt-free (s.f.) bread can be ordered from a small bakery. 

Margarine can be bought saltless. 

Butter can be bought saltless in the country or can be heated in at least eight times 
its weight of water. Allow to cool. Scrape the sediment from the cake of solidified 
fat. The butter is now ‘desalted’. 
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HYPERTENSION AS A MANIFESTATION 
OF ENDOCRINE DYSFUNCTION 


By J. S. RICHARDSON, M.V.O., M.D., F.R.C.P. 
Physician, St. Thomas’s Hospital. 


HYPERTENSION is, for the purposes of this discussion, taken to mean a 
systolic blood pressure of 160 mm. of mercury and a diastolic blood pressure 
of 95 mm. of mercury or figures above these levels. It is associated with 
many endocrine disorders, but in most of them is only a part of the clinical 
picture, fitting in with the diagnosis of the endocrinopathy and not causing 
difficulty in itself. There are, however, instances when the finding of hyper- 
tension, and symptoms arising from it, is the first evidence of an endocrine 
dysfunction, and here considerable difficulty in diagnosis may arise. There 
are also some endocrine diseases in which hypertension is not infrequently 
discovered but has little to do with the endocrine disturbance in itself. It is 
clearly those cases presenting as hypertension that should occupy our 
attention most fully, and this consideration has determined to some extent 
the order in which the various conditions are here discussed. 


PHEOCHROMOCYTOMA 


A pheochromocytoma is a tumour occurring in the chromaffin tissue of the 


adrenal medulla or, more rarely, in other areas where chromaffin tissue is 
found, such as in the retroperitoneal tissues. It is usually a benign tumour 
but may undergo malignant change. Judging from the number of cases re- 
ported in the literature—there are only about two hundred—it is a rare 
condition, but this number is being rapidly increased (Swan, 1951; Cole, 
1950; Crowther, 1951; Pantridge and Burrows, 1951). As it is the only 
endocrine disorder that often presents as hypertension without other symp- 
toms, it will receive priority in this article; if its presence were suspected 
more often it might well be found to be more common than is at present 
thought. Smithwick (1948) found the incidence of pheochromocytoma to be 
0.4 per cent. in a large series of hypertensive patients subjected to bilateral 
exploration of the suprarenal glands di ring a thoracodorsal sympathectomy. 
His cases are, however, highly selected and this figure gives little indication 
of the true incidence of this tumour, which is really unknown. 

Signs and symptoms.—The cases fall into three clinical groups. The 
largest—about three-quarters of all cases—has persistent hypertension and 
closely resembles essential hypertension; the second group suffers from 
paroxysmal hypertension; and those in the third group may resemble other 
endocrine disorders, such as hyperthyroidism and diabetes mellitus. Those 
with paroxysmal hypertension may well have a characteristic clinical picture 
that is believed to depend upon the release of a large amount of adrenaline 
June 1951. Vol. 166 (556) 
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and nor-adrenaline from the tumour. The patient complains of attacks of 
sudden, and often violent, headache, with severe sweating, pallor and 
tachycardia. The headache may be associated with nausea and vomiting and 
with violent trembling. The whole emphasis of the history is on the inter- 
mittent nature of the symptoms, and such a story should lead to the presence 
of a pheochromocytoma being suspected. It will, of course, be realized that 
many patients with an acute anxiety state and severe psychogenic tension 
have similar symptoms, and thus full investigation is always essential before 
an exploration of the adrenals is indicated. 

The only way to sort out the rare cases of persistent hypertension due to a 
phzochromocytoma from the common ones with essential hypertension is 
careful investigation, but even here the history may be extremely useful. 
Coldness and vasomotor changes in the hands and feet and a low-grade 
pyrexia are mentioned by Smithwick et al. (1950) as occurring often in 
patients with pheochromocytomas and rarely in those with essential hyper- 
tension. Sweating or marked pallor may be noted on occasions, and although 
the blood pressure has been known to be consistently raised for many years, 
it may vary considerably although always remaining at a hypertensive level. 
The sweating may only be precipitated by situations that lead to anxiety or 
nervousness, and thus its true significance is sometimes missed, as happened 
in a case recently under our care (Swan, 1951). 

Diagnosis.—Investigation of a suspected case of phaochromocytoma falls 
naturally into two stages: the first made up of simple tests in everyday use 
and the second of tests designed to reveal specifically the presence of a 
phzochromocytoma. Glycosuria and a diabetic blood-sugar curve may draw 
attention to the possibility of such a tumour being present but, of course, 
hypertension and diabetes mellitus often coexist. When a phxochromo- 
cytoma is present the basal metabolic rate is said to be regularly in excess of 
+30 per cent., whereas in essential hypertension it rarely exceeds 30 per 
cent. (Williams, 1950). The differential diagnosis from hyperthyroidism re- 
quires care, as sweating and tremors are features of both conditions. 

Radiological investigation should include a search on the straight film of the 
abdomen for calcification in the areas above the kidneys, and an intra- 
venous pyelogram may show that one kidney is displaced downwards. These 
findings are by no means invariable or conclusive as, when calcification 
occurs, it may be due to other causes, and on the left side a calcified tubercu- 
loma of spleen in particular may be confusing. Perirenal insufflation with air 
is unreliable and more often than not inconclusive, and, as it is not un- 
attended by danger to the patient, it is not recommended. 

The sedation test (Smithwick, 1948) usually leads to a fall in blood pressure 
in cases with essential hypertension, but when a phwochromocytoma is 
present a rise may in fact be noted due, presumably, to an independent 
fluctuation of the secretions from the tumour. This rise is occasionally seen 
in cases with essential hypertension and the test is therefore no more than 
suggestive. The cold pressor test, which typically gives a rise in pressure in 
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essential hypertension, may show no rise when a phzochromocytoma is 
present, although this also is true of some cases with essential hypertension. 

Postural hypotension or tachycardia occurs in a high proportion of patients 
with a pheochromocytoma and only in a very few patients with essential 
hypertension (Smithwick et al., 1950). The test is done by taking five read- 
ings of the blood pressure and pulse rate in the three positions of sitting, 
lying and standing, with an interval of one minute between each reading. 
This is probably the most reliable of all the simple tests and an attempt 
should be made to do it in all cases with hypertension. Therefore the finding 
of negative sedation and cold pressor tests and of a marked postural tachy- 
cardia and hypotension is suggestive evidence of the presence of a phxo- 
chromocytoma and should lead to the use of more specific methods. 

The choice of tests in this second stage of the investigation lies at present 
between :—{i) Tests designed to stimulate the adrenal medulla, e.g., the 
histamine test (Roth and Kvale, 1945); (ii) tests designed to block the 
hypertensive substances produced by the tumour, e.g., the benzodioxane 
test (Goldenberg et al., 1947); (iii) tests designed to measure the excretion 
of adrenaline-like substances in the urine (Engle and Euler, 1950). 

The histamine test should be restricted to those cases with normal pressures 
when the intermittent nature of the symptoms has led to the suspicion that 
paroxysmal hypertension is their cause. The reason for this restriction of 
its use is that the usual dose of intravenous histamine (0.025 mg.) may cause 
a severe rise in blood pressure in cases with a pheochromocytoma, due to 
stimulation of the adrenal medullary tumour, and for this reason it is ad- 
visable to have a suitable hypotensive blocking agent, such as hexamethon- 
ium bromide, at hand when the test is used. 

The tests with the benzodioxanes may be used when a sustained hyper- 
tension is found. They depend upon the adrenergic blocking effects of these 
substances. Piperoxane (933 F) is the material that has so far been used most 
extensively, and it appears to be reliable, as Goldenberg and Aranow (1950) 
found only three false negatives and no false positives in 59 patients. The 
effect of the substance given intravenously in doses of 0.25 mg. per kg. of 
body weight is to cause an immediate fall in the blood pressure in cases with 
a pheochromocytoma and a rise in essential hypertension. This rise may be 
considerable and even lead to dangerous symptoms, and thus, again, a 
hypotensive agent should be available before the test is done. 

Engle and Euler (1950) have recently found large amounts of adrenaline- 
like substances in the urine of cases with phzochromocytomas, but the 
method is technically difficult to perform. 

The importance of making a correct diagnosis is obvious, as removal of 
the tumour with due precautions will relieve the patient of his symptoms 
and the risks of the future, and often reduces the hypertension to normal, 
This is not invariable, as it persisted for varying periods in seven out of 
twelve cases recently reported by Goldenberg et al. (1950). The precautions 
that a preoperative diagnosis permits include a warning to the surgeon that 
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he should exercise extreme care in handling the tumour and thus try to 
avoid violent fluctuations of the blood pressure at operation. A hypotensive 
drug, preferably dibenamine hydrochloride, can be held in readiness for in- 
jection if there is a dangerous rise in pressure, and intravenous nor- 
adrenaline can be made available for the immediate postoperative period to 
combat the alarming hypotension that may occur (Walton, 1950; Swan, 
1951; Pantridge and Burrows, 1951). 
ACROMEGALY 

Acromegaly often exists for years before the patient or his friends realize 
that anything is amiss, and it is usual for the condition to be well established 
before a raised blood pressure or the symptoms arising from it are manifest. 

Hypertension was present in 14 out of 25 patients suffering from acromegaly 
whose records have recently been studied: 9 of the 14 hypertensives were women, 
one of whom was under forty, whilst 5 of the 7 women with a normal tension were 
under the age of forty. Of the 5 men with hypertension and the 4 with normal 
tension, one in each group was under forty years of age. The average age for the 
hypertensive group was forty-nine and for the patients without hypertension 
forty-five. 

It will thus be seen that hypertension was found in just over half the 
cases (56 per cent.) and that it occurred in somewhat older patients. Women 
with raised blood pressure predominated over men in roughly the same 
proportion as they did in the whole series, namely, 3:2. 

Three patients presented themselves with cardiac failure but all were 
known to have acromegaly, and no case was found in which treatment of the 
acromegaly had resulted in a significant fall in blood pressure. Only one 


patient has been seen personally in whom acromegaly was unsuspected until 
severe hypertensive symptoms had supervened. She was a woman of fifty- 
two who was examined just after she had had a hypertensive encephalo- 
pathic attack. Great enlargement of her hands was then noticed, and on 
inquiry it was learnt that her hands had originally been beautiful and that 
the gradual change in them and in her feet had been attributed to rheumatism. 


HYPOTHYROIDISM 
Myxeedema is often associated with some disturbance of the cardiovascular 
system. The heart may be considerably and uniformly enlarged and the 
electrocardiogram characteristic, with a low voltage in all leads and flat T 
waves. The blood pressure may be low, but it is not always realized how 
many cases may have a frank hypertension. 

The records of 47 cases, 7 men and 40 women, have recently been examined ; of 
these 47 cases, 20 were hypertensive (42.5 per cent.), 25 were normotensive (53.2 
per cent.), and 2 hypotensive (4.3 per cent.). Three of the 20 with hypertension were 
men aged sixty-three, forty-five and forty-three, who had pressures of 215/110, 
180/110 and 170/120 mm. Hg, respectively. All except 2 of the 17 hypertensive 
women (88.3 per cent.) were over sixty, 10 (58.9 per cent.) were between sixty-five 
and seventy, and 5 (29.4 per cent.) between seventy and seventy-four years of age, 
whilst of the 23 myxcedematous women with normal blood pressures 12 (52.2 per 
cent.) were under sixty, 5 of these (21.7 per cent.) were under fifty, 8 (34.8 per cent.) 
were between sixty and seventy, and 3 (13.0 per cent.) were over seventy. The 
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patients with the three highest readings—namely, 230/125, 230/110 and 220/120 
mm. Hg—were all found in women over the age of sixty-five. The average age of 
the hypertensives was sixty-five years and of those with normal blood pressure 
fifty-five. The 2 cases with hypotension were the two youngest in the series—a 
man aged forty and a woman aged thirty-six—with blood pressures of 95/75 and 
95/65 mm. Hg. 

It will thus be seen that most of these patients are elderly women and that 
age plays a considerable part in determining the presence of hypertension. 
It is, nevertheless, clear that hypertension often occurs in myxeedema—in 
this series in 42.5 per cent. of the cases. Two of the patients presented as 
cases of hypertension and two as hypertension with congestive failure, and 
thus the diagnosis of myxedema had been overlooked in 20 per cent. of the 
twenty cases with hypertension. An electrocardiogram was available for in- 
spection in ten cases with hypertension and ten with normal tension. Only 
one patient with hypertension (220/130 mm. Hg) had a normal tracing, 
whereas five without raised blood pressures had normal electrocardiograms. 
Five of the hypertensives—blood pressures 130/110, 215/110, 190/120, 
180/130 and 190/100 mm. Hg—and four with normal tension had electro- 
cardiograms reported as compatible with myxedema. Thus the changes 
brought about by myxedema may be present in some cases of myxedema 
with hypertension without any evidence of left axis deviation. On the other 
hand, typical left axis deviation was seen in three cases with well-marked 
myxedema and hypertension—blood pressures 220/130, 215/110 and 
190/110 mm. Hg. 

Only two cases showed a reduction in blood pressure after treatment with 
thyroid. The first, a woman of sixty-one, had an initial blood pressure of 
190/100 mm. Hg that was 145/85 mm. Hg after six years of treatment, and 
the second was a woman of sixty-seven who had an initial blood pressure of 
190/120 mm. Hg that fell to 150/90 mm. Hg after two years of treatment. 
Hypothyroidism in a well-developed state should be obvious, but it is 
curious how often such cases are left undiagnosed for long periods and, as 
has been pointed out, sometimes patients are found to have hypertension 
while the myxeedematous state is still unrecognized. 


HYPERTHYROIDISM 

It is well known that there is a rise in the systolic blood pressure in thyro- 
toxicosis due to an increased contraction of the heart muscle. The diastolic 
pressure does not rise to the same extent as the systolic, and thus a systolic 
hypertension, with a large pulse pressure, is produced. The observation of 
this large pulse pressure and the recognition of its significance may lead to 
the discovery of so-called masked hyperthyroidism, and result in the in- 
stitution of treatment that may be life-saving. This condition occurs mainly 
in the middle-aged or elderly patient in whom the classical eye signs, 
sweating, tremulous hands, tachycardia and thyroid enlargement may be 
absent or minimal, and thus the diagnosis may be obscure. True hyper- 
tension can, of course, be present with a thyrotoxicosis, but there is no 
significant increase in its incidence. 





HYPERTENSION AND ENDOCRINE DYSFUNCTION 561 


lreatment of hyperthyroidism will reduce the pulse pressure and 
systolic hypertension, but will have no effect on essential or malignant 
hypertension. 

CUSHING’S SYNDROME 

There seems little doubt that many of the features of Cushing’s syndrome 
result from hyperactivity of the adrenal cortex, although the primary lesion 
may rest in the anterior lobe of the pituitary. A basophil adenoma may be 
present in the anterior lobe, or the histological change in the pituitary may be 
confined to a basophil staining of the cells known as basophilism. This 
syndrome is seen most often in young women and results in the develop- 
ment of a high colour with a round, hirsute and bloated face. There is a 
marked tendency to obesity which is largely central, sparing the limts, which 
may show some actual wasting. The protuberant abdomen often has wide, 
red striz upon it as well as an increase in hair of male distribution. There 
may be osteoporosis, diabetes mellitus and hypertension. 

This hypertension can be gross, and was present in six out of twelve 
patients whose notes were recently reviewed. 

The three with the highest degree—women aged twenty-six, thirty-three and 
thirty-eight—had readings of 260/160, 220/150 and 230/140 mm. Hg, respectively. 
There was a record of five having been treated with deep X-rays to the sella, and 
of these, one had not been hypertensive while under observation and another had a 
blood pressure of 230/160 mm. Hg at the age of twenty-six, six years after receiving 
deep X-ray therapy at another hospital. We cannot discover her initial blood pressure 
reading or the dose of X-rays given, but it seems reasonable to assume that, as the 
diastolic pressure was of such an extreme height six years after treatment, it can 
have had only a temporary effect, if any. The three other cases all showed a drop in 
blood pressure following X-ray therapy :- 





| Blood 


| pressure Blood pressure Dose of 
Sex| Age bafnee and time after X-ray to 


treatment treatment pituitary 


mm. Hg | mm. Hg 


180/100 150/90 —S5 years 4,000 R 
170/100 120/80 4 months 5,600 R 
220/150 180/100—9 months 4,100 R 











Most cases of this syndrome are sufficiently striking in their appearance 
to draw attention to themselves at once. The diagnosis, which is more often 
made without justification than overlooked, should be considered in patients 
with hypertension who have a high colour, a round face, and a tendency to 
obesity and hirsutism, particularly if they are women under the age of 
forty. 

ADRENAL CORTICAL HYPERPLASIA 
Hypertension is a not infrequent finding in adrenal cortical tumours. The 
appearance of some women with these tumours may be indistinguishable 
from that of a case of Cushing’s syndrome, although obesity is generally 
less notable and virilism more conspicuous. Apart from the demonstration 
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of a tumour, either clinically or radiologically, a considerable increase in 
excretion of the 17-ketosteroids in the urine is a most significant finding. It 
should be realized that adrenal cortical tumours, with or without hyper- 
tension, only very rarely cause any endocrine disturbance in males, and not 
infrequently the same is true in women. 


ADDISON’S DISEASE 


Addison’s disease is notoriously associated with a low blood pressure, but 
after the administration of DOCA, especially by implantation of tablets 
subcutaneously, the pressure may rise considerably, and figures of 180/120 
mm. Hg are not infrequently seen. This tendency to hypertension is a good 
reason for implanting less than the calculated dose of DOCA and for 
supplementing it with salt, the dose of which can be regulated at will and 
thus allow control of the blood pressure. 


DIABETES MELLITUS 


It is by no means uncommon for the symptoms or complications of hyper- 
tension to precede the symptoms of diabetes mellitus, but the double 
diagnosis will be made as soon as a routine examination of urine is carried 
out. 

Diabetes is associated with hypertension in 28 per cent. of cases, according 
to Strauss (1938), who examined the blood pressure of 500 diabetics. 


Hypertension was taken by him to be a systolic blood pressure of 160 mm. 
Hg, and was present in 12.8 per cent. of the 500 cases of comparable ages 
that he used as controls. Age seems to play an important part, as most of the 
hypertensive diabetic patients were over fifty. 


PRIMARY OVARIAN AGENESIS 

Primary ovarian agenesis or aplasia, Turner’s syndrome, has as its features 
primary amenorrhea, with absent or very slightly developed body hair, 
failure of breast development, and a short stocky bu‘ld. Various congenital 
abnormalities are associated with it, and these include webbing of the neck, 
cubitus valgus with consequently a large carrying angle, and coarctation of 
the aorta with hypertension. Young males are said to have this form of con- 
genital heart disease about five times more often than females, and thus it 
is possible that its existence is less readily considered in young women with 
hypertension. The finding of other features of Turner’s syndrome should 
lead to the presence of coarctation being suspected, and, conversely, these 
features should be sought in young females attending cardiac clinics for the 
supervision of their known coarctation. 


THE MENOPAUSE 


It is a matter of common experience that the blood pressure often rises 
round about the time of the menopause. In part this may be due to endo- 
crine disturbances at that time, but the treatment of the menopause with 
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cestrogens does not result in a fall of pressure in the majority of cases. A 
few cases do, however, show a fall in pressure after being given estrogens, 
and an endocrine origin for the hypertension is suggested by the observa- 
tion that bilateral oéphorectomy in young women is sometimes followed by 
hypertension (Bechgaard, 1946). 


OBESITY 


The problem of the etiology of obesity is still unsolved, and although it is 
true to say that at the present time no endocrine lesion is demonstrable in 
most cases, this may well be due to our ignorance. Hypertension is seen in 
about 50 per cent. of cases of the common type of obesity which is thought 
to be due to ingestion of a quantity of calories in excess of the body require- 
ment, and in a fair proportion of these cases the blood pressure falls with 
the loss of weight. The height of the hypertension and the degree of fall 
appear in some cases to be greater than they actually are, due to the bulk 
of the arm leading to a falsely high initial reading, but there is no good 
reason why, even with a body weight of over 20 stone (127 kg.) and an 
upper arm circumference of 19 inches, a correct blood pressure reading 
should not be obtained. 


SUMMARY 


Hypertension is not only a frequent manifestation of endocrine dysfunction 
but also has a significantly adverse effect in many cases, notably Cushing’s 
syndrome, adrenal cortical tumours, pheochromocytomas and acromegaly. 
The endocrine disorder, with the exception of a phxochromocytoma, is 
usually sufficiently obvious to prevent any serious difficulty in diagnosis, 
but it is wise to bear in mind that dysfunction of many of the endocrine 
glands can on occasion resemble essential hypertension. 


My thanks are due to Dr. H. Gardiner-Hill and Dr. F. T. G. Prunty for their 
kind permission to quote from the records of those patients who have been under 
their care. 
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THE SURGERY OF HYPERTENSION 


By A. M. BOYD, M.B., M.Sc., F.R.C.S. 
Professor of Surgery, University of Manchester. 


Once again the question is being raised ‘Has not surgery a place in the 
treatment of hypertension?’ Since Adson in 1925 introduced his operation, 
surgeons the world over have endeavoured to increase its range and scope. 
The increased mortality associated with the more extensive procedures has 
driven the surgeon back to a more limited operation. Meanwhile the 
physician, ever critical of surgical results, has been using thiocyanates, rice 
diets, tetraethylammonium bromide and, more recently, hexamethonium 
bromide—but with scant success. 

A dispassionate examination of what the physician and the surgeon have 
to offer the unfortunate sufferer from hypertension is long overdue. As Smith- 
wick (1947) has pointed out, surgical results are open to as much criticism 
as anyone wishes to level at them as no comparable figures for the results of 
medical treatment are available. This lack of knowledge of the results of 
medical treatment is perhaps the greatest single obstacle to an accurate 
assessment of the value of surgery. Before biting the outstretched hands of 
their surgical colleagues the physicians should ask ‘What has medicine to 
offer?” 

SURGICAL MEASURES 
Apart from the removal of pheochromocytomas and, very rarely, unilateral 
nephrectomy, the operative attack on hypertension is confined to removal of 
segments of the sympathetic nervous system. So long as the underlying 
cause of hypertension remains elusive so must the rationale of sympathec- 
tomy remain conjectural. Professor Robert Platt (1948) considers it ‘an un- 
physiological procedure’. The operation is therefore planned to cover as 
many as possible of the suggested requirements by interruption of sympa- 
thetic impulses passing from the hypothalamus to the splanchnic area and 
lower limbs. The reasons are:—{i) To increase the capacity of the vascular 
bed and therefore to decrease peripheral resistance; (ii) to prevent vaso- 
constrictor impulses or other nervous stimuli from reaching the kidney; 
(iii) to diminish the secretion of adrenaline by denervation of the supra- 
renals; (iv) to reduce normal vasoconstrictor tone. 

The most important of these objectives, which might be considered the 
main purpose of the sympathectomy, is the denervation of a large area of the 
vascular bed in order to decrease the peripheral resistance to blood flow and 
thus to minimize reflex variations in blood pressure. 


TYPES OF OPERATION 
The first of the modern operations for the relief of hypertension was the 
subdiaphragmatic operation for splanchnicectomy introduced by Craig 
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(1934). The first and second lumbar ganglia together with the splanchnic 
nerves below the diaphragm were removed. In 1935, Peet published his 
supradiaphragmatic extrapleural exposure of the lower thoracic chain and 
splanchnic nerves. Originally the lower three dorsal ganglia were removed, 
but later the operation was extended to include the removal of the eighth 
dorsal ganglion in addition to the splanchnic nerves; the greater splanchnic 
nerve being divided at the level of the seventh dorsal ganglion. In 1940, 
Smithwick described his thoraco-lumbar operation in which he combined 
both the Peet and the Craig and Adson procedures. 

Dissatisfaction with the results obtained from these sympathectomies led 
surgeons to extend their operations in both directions. Total thoracic 
sympathectomy and total thoraco-lumbar sympathectomy were suggested 
by Grimson in 1941. Total thoracic sympathectomy consisted of cardiac de- 
nervation together with partial splanchnic denervation. Both total thoracic 
sympathectomy and the more extensive total sympathectomy were designed 
to denervate the heart on the grounds that unless this was done a sustained 
and permanent fall of blood pressure could not take place owing to reflex 
compensation. The high mortality and morbidity of these formidable pro- 
cedures limit their use. Both of these operations are followed by a pro- 
longed, and often permanent, disability. 

Mitchell (1947) has shown on anatomical grounds that, in order to be 
reasonably certain of meeting the requirements, bilateral section of the 
sympathetic trunks from the fourth dorsal to the third lumbar segments 
together with the splanchnic nerves is necessary. ‘l he fourth dorsal ganglion 
should be removed in order to be certain of including the para-aortic nerves. 
The third lumbar ganglion should be removed in order to include con- 
tributions from this ganglion to the renal plexus. I have carried out this 
operation through transpleural and subdiaphragmatic approaches, the 
operation being completed as a rule in four stages, although in certain 
selected cases the whole of one side was done in one stage. The remaining 
segment of the sympathetic chain in these latter cases was removed in 
one or two stages, depending upon the patient's reaction to the first 
stage. 

The conclusion was reached, after several years’ experience of this opera- 
tion, that there was no real advantage in such an extensive procedure. The 
results obtained with the more limited operations were just as successful 
without the disadvantage of the higher mortality and morbidity rates. A 
similar conclusion appears to have been reached by American surgeons, 
although Smithwick feels that there will be a place for this technique 
especially in hypertensive patients with tachycardia. At the present time 
most surgeons feel that the Smithwick operation of thoraco-lumbar sympa- 
thectomy meets the requirements and that more extensive denervation 
should only be undertaken in selected cases which have not responded in a 
satisfactory manner to the more limited procedures. 
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RESULTS 
The results of sympathectomy vary according to the method of selection of 
the patients. It only mild benign cases are subjected to operation the 
mortality will be low and the prognosis correspondingly good. If, however, 
only severe cases of malignant hypertension are selected, a high rate of 
success cannot be expected. It must be realized, however, that even if only 
ten per cent. success is obtained the patients concerned will have a useful 
and happy life which could not have been attained by other forms of 
treatment. 

In the series from the Surgical Professorial Unit at Manchester the 
suitability of the case for operation was decided by Professor Robert Platt. 
His method of selection excluded both extremes; he did not recommend 
operation on patients with only moderate elevation of diastolic pressure (e.g. 
110 mm. Hg) or on those who were over fifty years old or with poor renal 
function, marked cardiac changes, or serious cerebral complications. He 
endeavoured to assess the prognosis without operation, and if he considered 
this to be reasonably good he reassessed the patient again in six months’ 
time. 

The results of this series were assessed by Professor Platt on the grounds 
of the original prognosis. If the diastolic pressure was reduced to a level of 
comparative safety he recorded the results as ‘good’. He grouped as ‘ worth- 
while’ those cases in which a significant reduction in diastolic pressure, e.g. 
20 mm./Hg, had been obtained. All the remaining cases, even if completely 
relieved of their symptoms, were classed as ‘failed’. 

As a generalization, sympathectomy may be expected to be successful in 
roughly one-third of cases varying with the method of selection. 

Causes of failure.—With careful selection of patients, and operation being 
withheld when there is evidence of widespread renal or vascular disease, it 
is perhaps remarkable that success is obtained in such a limited number. 
The variable anatomy of the sympathetic chain and the splanchnic nerves 
makes complete removal a technical difficulty requiring considerable ex- 
perience of the anatomy of the region. I have not the slightest doubt that 
in a number of patients in whom denervation has been shown to be incom- 
plete the reason has been purely technical. Apart from such technical errors, 
incomplete denervation may be found after operations when examination of 
the tissue removed has been shown to be complete. In these cases sympa- 
thetic fibres may by-pass the chain to terminate in outlying ganglia, the 
existence of which has been shown by Skoog (1947) and Boyd and Monro 
(1949). If the blood pressure is being maintained by increased peripheral 
resistance due to organic disease of the arterioles, the results of sympathec- 
tomy naturally depend upon how much was due to increased sympathetic 
tone and how much was purely mechanical from arteriolar thickening. 

Failure in a few cases may be due to conditions not amenable to sympa- 
thectomy, such as phaochromocytomas or small cortical adenomas. 
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SELECTION OF CASES 
In the present limited state of our knowledge of the whole subject of 
hypertension the only patients who should be submitted to operation are: 

(1) Cases of malignant hypertension in young women under the age of 
thirty for whom operation is the only hope of palliation. 

(2) Those cases of benign hypertension in which headache cannot be 
controlled by medical treatment. 

(3) Those cases of hypertension in which vision is failing due to retino- 
pathic changes. 

Only in these groups is it possible to expect a successful outcome of the 
operation. In the first group, although it most certainly cannot be guaranteed, 
there is a reasonable hope of success. In the groups for which only sympto- 
matic relief is sought, success can be obtained in a high proportion of cases. 
About go per cent. of these patients can be relieved of their headaches and 
about 70 per cent. of their eye symptoms. 


THE OPERATION 

The essential feature of Smithwick’s thoraco-lumbar splanchnicectomy is, 
in my opinion, the access obtained by division of the diaphragm to the ‘no- 
man’s land’ which lies behind the diaphragm in front of the bodies of the 
eleventh and twelfth dorsal vertebra. This region tends to be missed in 
both the thoracic and lumbar approaches. The retro-diaphragmatic region 
in front of the bodies of the eleventh and twelfth dorsal vertebra is a key 
area where the splanchnic nerves, sympathetic chain, and numerous twigs 
passing from the aortic and subdiaphragmatic plexuses intermingle. Smith- 
wick’s operation has rightly become the standard procedure and will be the 
only operation described in detail. The essential feature in Smithwick’s 
operation is the division of the diaphragm providing access to the ‘no-man’s- 
land’ referred to above. 

There have been a number of minor modifications in this operation which 
are relatively unimportant and are largely matters for individual preference. 
Smithwick himself gains access by resecting the twelfth rib; Learmonth 
chooses the eleventh rib; we also prefer the eleventh rib. Smithwick uses the 
extrapleural approach, stripping the pleura from the upper surface of the 
diaphragm and from the necks and heads of the lower ribs. Most surgeons, 
however, accidentally open the pleural cavity at some stage of the operation. 
In our opinion it 1s better to open the pleural cavity deliberately. The trans- 
pleural operation has certain advantages :—(i) it is quick; (ii) suturing the 
diaphragm is much simpler because the pleura holds the stitches well; (iii) 
if there is to be an intrathoracic collection of blood after the operation it is 
better to have it in the pleural cavity, where it will remain fluid and easy to 
aspirate, than to have clotted blood in the extrapleural tissues ; (iv) stripping 
the pleura from the posterior thoracic wall causes more shock than opening 
the pleural cavity. 








568 THE PRACTITIONER 


MODIFIED SMITHWICK THORACO-LUMBAR SPLANCHNICECTOMY 
Anasthesia.—Learmonth prefers high spinal anesthesia supplemented by nitrous 
oxide and oxygen. He does not find the fall in blood pressure harmful and thinks the 
almost bloodless operative field is a great advantage. We prefer, on the other hand, 
to maintain the blood pressure at preoperative level throughout the operation, 
counteracting any tendency for the blood pressure to fall by transfusion or by the 
injection of pressor drugs. The answer probably lies in the type of hypertension 
subjected to operation. Patients with benign hypertension will stand the low blood 
pressure of high spinal anesthesia without harm, but those with malignant hyper- 
tension will not stand a sudden or a prolonged fall of blood pressure without running 
a great risk of cerebral anoxia. Patients in the malignant phase of the disease are 
undoubtedly best anesthetized with nitrous oxide, oxygen and ether, paying great 
attention to oxygenation. Very little ether need be given, relaxation being obtained 
by the use of curare. 

The operation.—The patient is placed on the operation table in the kidney position 
with the side to be operated upon uppermost. The surgeon stands facing the patient’s 
back. The patient is then inclined about forty degrees towards the surgeon and 
supported in this position by sandbags beneath the buttock and shoulder blade. 
The incision begins at the outer border of the erector spine over the posterior end 
of the eleventh rib and is carried forward in line with the eleventh rib throughout its 
entire length, continuing in the same line as far as the outer border of the rectus 
sheath. The first step in the operation is resection of as much of the eleventh rib as 
possible. The incision is deepened through the overlying muscles along the line of 
the ribs. At the posterior end of the incision, the outer inch of the sheath of the 
erector spine is opened and the muscle retracted towards the mid-line. The rib is 
divided as far back as possible. With nibbling forceps the posterior end of the rib 
is removed as far back as the costo-transverse joint. 

The thoracic wound is now covered with a moist pack and attention turned to 
the abdominal wound. The incision is deepened through the three abdominal 
muscles and transversalis fascia deep to them as far as the outer border of the rectus 
sheath, which is incised, thus exposing the rectus muscle. The peritoneum is then 
stripped backwards from the lateral and posterior abdominal wall and upwards 
from the under surface of the diaphragm. The kidney in its fascial envelope is 
retracted upwards and forwards. The dissection is carried over the surface of the 
quadratus lumborum and psoas muscles to the sides of the first and second lumbar 
vertebre. The sympathetic trunk is then identified along the inner border of the 
psoas muscle. The lumbar sympathetic trunk is followed downwards and divided 
below the third lumbar ganglion. 

The proximal end of the cut chain is held with artery forceps and the chain 
mobilized upwards by dividing its branches, as in the ordinary operation of lumbar 
ganglionectomy. The chain will be seen to disappear beneath the internal arcuate 
ligament. The crus is easily cleared by finger and gauze dissection, and the retractor 
in the upper part of the wound is moved so as to exert a more upward pull, and the 
greater splanchnic nerve identified where it perforates the upper part of the crus. 
There often appear several strands close together all coming through the same 
opening, distinctly above and internal to the lumbar chain, ending after a course of 
about two centimetres in the ceeliac ganglion. 

If the internal arcuate ligament and the crus of the diaphragm are incised upwards, 
using the lumbar ganglionated chain as a guide, both that chain and the greater 
splanchnic nerve can be followed up above the diaphragm. Moreover, the lesser of 
these splanchnic nerves come into view very clearly as they run along the body of 
the twelfth thoracic vertebra (Ross). The advantage of carrying the dissection so 
high from below, is that the line where the diaphragm should be divided now 
becomes plain; the pleura (the nerve trunks already isolated are clearly identified 
below) can be discovered without loss of time in the posterior mediastinum. The 
surgeon now turns to the thoracic dissection, opening the pleural cavity at the 
posterior end of the wound. The back of the diaphragm is now isolated having had 
the peritoneum stripped from its under surface and the upper surface exposed by 
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opening the pleural cavity. Retracting the lung upwards and inspecting the thoracic 
cavity the sympathetic chain is easily seen lying on the necks of the ribs and, farther 
medially, the greater splanchnic nerve communicating with the chain by numerous 
branches. The pleura is now incised with a palate knife over any of the lower dorsal 
sympathetic ganglia. Using long scissors the chain is now followed up as high as is 
desired: as a rule as far as the eighth thoracic ganglion, where it is divided and the 
upper end marked by a silver clip. The chain is now followed in a downward direc- 
tion as far as the upper surface of the diaphragm. The medial edge of the parietal 
pleura is seized with long artery forceps and dissected medially as a flap until the 
greater splanchnic nerve is seen. The nerve is then mobilized by snipping through 
its branches to the aorta and from the thoracic sympathetic chain, dividing them as 
high as possible. The nerve is then mobilized downwards as far as the upper border 
of the diaphragm. The attachment of the diaphragm to the twelfth mb is now 
divided and the division continued as far as the greater splanchnic nerve and 
sympathetic chain. The complete field is now laid bare; the thoracic and lumbar 
sympathetic chains are seen in continuity, and the whole course of the splanchnic 
nerve is visible. Haemostasis is verified; any oozing from the posterior thoracic wall 
is most easily controlled by oxycel gauze. The diaphragm is sutured with inter- 
rupted sutures of fine silk and as the closure approaches the abdominal wall the 
digitations of the transversus and the cut intercostal muscles of the eleventh space 
are included in the suture. The suturing is continued into the abdominal wall, closing 
the abdominal half of the wound in layers. The anesthetist is then asked to inflate 
the lung as the thoracic half of the incision is closed. As soon as it is seen that the 
lung is fully expanded the wound is closed without drainage. 


COMPLICATIONS 


Pulmonary.—Atelectasis, residual pneumothorax or pleural effusion are not 
uncommon postoperative complications. In most cases the lower lobe ex- 
pands and the pneumothorax is absorbed in a few days. A small basal 


effusion was noticed on X-ray in most cases but was rarely large enough to 
demand aspiration. The size of the original pneumothorax and degree of 
atelectasis is largely dependent upon the skill of the anesthetist. With the 
lung expanded by positive pressure while the chest is being closed a 
negligible amount of air is left in the pleural cavity. 

Cerebral anoxia.—Two patients died within the first twenty-four post- 
operative hours without recovering consciousness; coma deepened, breath- 
ing became more stertorous, and increasing paralysis of the limbs was noticed 
within a few hours of operation. 

Cerebral thrombosis.—Cerebral thrombosis is surprisingly rare as a post- 
operative complication. The onset is usually gradual, hemiplegia beginning 
after twenty-four hours from the thrombosis. Complete recovery is the rule. 

Mental confusion.—This condition is occasionally troublesome, usually 
following prolonged hypotension. The mental symptoms as a rule disappear 
within a week to ten days. 

Cardiac complications.—Pulmonary «edema due to left heart failure is the 
most frequent cause of death. Coronary thrombosis and sudden death, 
possibly due to ventricular fibrillation, may occur. Two sudden deaths, in 
which post-mortem examination failed to reveal any obvious cause, were 


thought to be of coronary origin. 
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Renal failure.—Renal tailure with death occurring from uremia in about 
seven to ten days was seen in only one case. 

Late complications.—Intercostal neuralgia along the course of the resected 
rib is sometimes severe. I am of the opinion that intercostal neuralgia is 
more commonly seen after the extrapleural rather than the transpleural 
procedure. 

Extrapleural hematomas with organization and fibrosis lead to painful 
sequela. After a transpleural exposuge any residual fluid will be in the 
pleural cavity from which it is easily aspirated. 

Postural hypotension, tachycardia, and dyspneea are present if denerva- 
tion is accurate. As a rule these postural phenomena cease to be troublesome 
after six to eight weeks, although some, particularly tachycardia, may persist. 

Sterility after sympathectomy has been studied by S. S. Rose working in 
the Surgical Professorial Unit at Manchester Royal Infirmary. He concludes 
that sterility will follow all operations when dorsal ganglia above the twelfth 
are removed. Fears that lumbar ganglionectomy will lead to sterility are 
unjustified. In the series reviewed by Rose no patient submitted to this 
operation became sterile. 


RESULTS 
One hundred and two patients are reviewed in the present series. The early 
operations were multi-stage subtotal sympathectomies. Latterly the modified 
Smithwick Operation has been used, although in certain severe cases the 
limited Adson procedure was adopted. Altogether 287 operations were 
performed. The over-all mortality was 4.2 per cent. 





Type of operation | Smithwick | Subtotal Adson 








Number of patients 22 59 21 
Number of operations 42 204 41 
Benign hypertension 15 33 9 
Malignant hypertension 7 26 12 
Benign hypertension dead I 3 I 
Malignant hypertension dead ° 5 2 
Percentage mortality of operation 2.4 3-9 7.3 
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THE EYE IN HYPERTENSION 


By W. J. B. RIDDELL, M.D., F.R.F.P.S. 
Professor of Ophthalmology, University of Glasgow. 


Tue ophthalmoscopic appearance of the retinal blood vessels is one of the 
simpler observations available to the clinician to assist him in forming an 
opinion with regard to the general vascular state of his patient. There are 
difficulties in interpretation and assessment, but taken by and large the 
pioneer observations of Clifford Allbutt, Marcus Gunn, Gowers and their 
contemporaries still hold good. 

The practitioner may observe vascular changes in the retina in the course 
of routine examination for life assurance purposes, and will have to form 
some opinion as to the significance of what he sees. He may wish to have a 
more detailed examination of the eyes in order to corroborate some of his 
other clinical findings. A report may be sent to him by an ophthalmologist 
who has been led to suspect some general vascular disease as the result of 
an eye examination. In these three different sets of circumstances close 
collaboration between the general physician and the ophthalmologist may 
be of the greatest importance to the patient. As often happens in clinical 
work, the correct weight to place upon the various factors can be reached 
only after many years of attentive clinical experience. 


COMPLAINTS OF THE PATIENT 


The patient may observe that the white of the eye has become bloodshot. 
This may come on quite suddenly while speaking, or it may be observed on 
looking into the mirror in the morning, without any association with 
coughing or straining. This condition is a subconjunctival haemorrhage, and 
many years ago I was told by Treacher Collins that male patients with this 
complaint should be told to wear a half size larger in shirts and collars. This 
prevents gross constriction of the blood vessels in the neck. 

A subconjunctival hemorrhage is not in itself a serious condition, but it 
may cause serious alarm to the patient. To a physician its main significance 
is the possible association with vascular disease and hypertension. Various 
other conditions, such as whooping-cough, blood diseases and nutritional 

deficiencies, may give rise to these hemorrhages, but far and away the most 

common cause is hypertension, particularly when associated with excite- 
ment. I have seen the condition on several occasions in elderly men who 
were required to make an unaccustomed speech, as for example, at a 
presentation on retirement. 

No active treatment is required and the patient is best advised to leave the 
eye alone. The use of eye-baths should be deprecated in this condition as it 
is almost impossible to prevent the vigorous squeezing of the orbicularis 
muscle, which may lead to an extension of the hemorrhage. The vision is not 
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affected, and simple reassurance is required; but at the same time it is wise 
to warn the patient that the condition indicates that unsupported blood 
vessels are fragile. He should close his eyes gently before sneezing, for if 
he sneezes first and the lid closure reflex is delayed, a hemorrhage may 
arise. 

In hypertension an intracranial hemorrhage may affect any portion of the 
visual pathway, from the optic chiasma to the cerebral cortex. This may give 
rise to a variety of visual field defects and the detailed study or description of 
them would be beyond the scope of this article. It is, however, of real value 
to remember the confrontation method of testing the visual field. This is 
done by facing the patient and superimposing the observational field of his 
right eye upon that of the left eye of the observer. By moving a finger or 
card within the four main quadrants of the field it is possible to form a very 
good idea of the extent of any gross defect which may be present. Another 
most useful method is to request the patient to look straight ahead while 
the examiner holds up a few fingers of both hands and asks the patient to 
count them. Care must be taken to make certain that the eyes are not moved. 
If a hemianopia is present the patient will fail to include in his count those 
fingers which lie in the defective sector of the field. 

A vascular lesion may affect any of the oculomotor nerves and this may 
give rise to pupillary anomalies and defective ocular movements. The 
patient does not usually complain about changes in the pupil size or of 
interference with accommodation, but double vision may give rise to very 
real distress. In the lesser degrees the patient may make attempts to over- 
come the disability, but this cannot be achieved with a gross lesion such as a 
paresis of the external rectus muscle, which arises from a lesion of the sixth 
cranial nerve. As in the case of field defects, the detailed account of methods 
used in the investigation of diplopia would be inappropriate here. Suffice it 
to say that gross limitation of ocular movement in one eye may be observed 
directly, and that a certain number of patients are unwilling to admit that 
double vision is present. 

Deep-seated vascular lesions within the brain may give rise to a number 
of rare and sometimes bizarre symptoms, and nystagmus is a usual finding 
in lesions arising from the cerebellar vessels. 


VISUAL COMPLAINTS 


Sudden, complete loss of vision can arise from a spasm of the central retinal 
artery or from an embolism of the vessel. In the majority of cases the latter 
condition is almost certainly due to an endarteritis. A slowly developing loss 
over the major portion of the field of vision is more often due to a thrombosis 
of the central retinal vein, in which there are always extensive hemorrhages 
scattered over the retina. This is limited to a sector only in branch defects. 
A general haziness of vision may portend the presence of a vitreous hzmor- 
rhage. A progressive deterioration in vision may mark the advancing pro- 
gressive lesions of a hypertensive retinopathy. But a gloomy prognosis is not 
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by any means always justifiable, and the early changes are of more interest 
and importance to the physician, presenting as they do a field for clinical 
research. 

The patient may complain of slight central visual distortions. Straight lines 
may appear to be crooked, letters diminished or enlarged, and so on. Such 
complaints may arise from aedema involving the central area of the retina. 
They are in fact due to small displacements of the retinal elements and may 
indeed give rise to localized detachment of the retina. Such lesions may be 


Fic. 1.—Early hypertensive changes in 
the retinal vessels mainly at the 
arteriovenous crossings where the 
veins are pressed upon and the blood 
column is banked. 


Fic. 2.—The condition has become more 
advanced and to the right superficial 
hemorrhages are present whilst 
down and to the left they are 
situated more deeply in the retina. 


Fic. 3.—The superficial hemorrhages in 
the nerve fibre layer are being ab- 
sorbed and may leave little trace but 
the more deeply situated blood may 
give rise to permanent damage. 


accompanied by hemorrhages within the retinal structure and are considered 
in more detail below. 


OPHTHALMOSCOPIC OBSERVATIONS 

The earliest ophthalmoscopic changes are illustrated in fig. 1. This shows 
that the crossings where one vessel passes over the other are grossly altered. 
The lighter and narrower vessel is an artery and the darker and fuller one is 
a vein. It will be seen that they cross over each other at an angle approaching 
a right angle. Normally, vessels pass over each other obliquely without any 
obvious alteration in angle at the crossing, but this is not so in the early 
stages of hypertension. 

Relative to this matter there are two points which are often misrepresented 
in fundus drawings, and which are rarely if ever present clinically. Retinal 
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vessels always keep to their own territory and do not cross over branches of 
the same kind. A subsidiary branch of the superior temporal artery does not 
cross over an arterial branch arising from the inferior temporal artery, nor 
from its own parent stem. A similar condition holds for the veins. Yet in 
every standard atlas of fundus drawings which I have examined with this 
point in mind, the error has been found in one or more drawings. The 
matter would be of merely pedantic interest were it not that if the basic fact 
is borne in mind it makes identification and understanding of lesions at the 
macula a more accurate matter than if it is ignored. It is often difficult to 
say directly whether or not a fine vessel in the central retinal area is an 
artery, but if on tracing back towards the major vascular trunks the vessel 
is crossed by an obvious division from an artery, then the vessel under 
observation is a vein and might have been wrongly identified. The other 
point is of less importance but is often ignored in what are thought to be 
accurate drawings. Vessels rarely dichotomize symmetrically. There is 
always an alteration in angle of the dividing vessel and a noticeable difference 
in calibre. 

In addition to the vessel crossings tending to be at right angles, the return 
flow of blood tends to be restricted, and this leads to distension of the 
distal part of the vein. This banking up of the blood column is often ob- 
served in the early stages of hypertensive diseases. In the upper part of 
figure 2, striate hemorrhages may be seen. These are situated in the nerve 
fibre layer of the retina, and it is the situation which conditions their shape. 
Such hemorrhages may absorb, leaving little or no trace, although in some 
cases an alteration in the superficial reflexes may lead the experienced ob- 
server to suspect that such lesions have been present. In the lower part of 
the illustration deeper hemorrhages may be seen of a more circular type. 
These are situated among the nerve elements and serious disturbance of 
vision may result from quite small lesions, particularly in the central area of 
the retina. 

The more deeply placed lesions may give rise to disturbances of the 
retinal pigment layer, and permanent changes may result. These are in- 
dicated in figure 3, where in the upper part the superficial flame-shaped 
hzmorrhages are shown to be absorbing, but below, the deeper lesions are 
also being absorbed, and there is well-marked and characteristic pigmentary 
disturbance which might not interfere with vision to any serious extent if 
situated in the periphery of the retina. The illustrations show the early 
changes which may be observed in patients suffering from hypertension, 
and such lesions are to a large extent reversible. Provided the general con- 
dition is under control many patients do not develop the gross hemorrhages 
and exudates which are really the terminal stages of the disease, and are 
generally associated with gross renal or cardiac failure. The importance of 
the early lesions which are illustrated is that they may be the first indication 
that there is anything wrong with the patient. The advanced lesions usually 
shown are more academic in interest because the diagnosis has generally been 
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made from other evidence, or, if observed by the practitioner, it is im- 
mediately obvious that there is something seriously amiss. 


HYPERTENSIVE RETINOPATHY 


In modern literature the term retinopathy is used in place of retinitis 
because it is generally agreed that inflammation does not play a part in pro- 
ducing the observed lesions. When arterial variations in calibre are present 
it is thought that a spasm of the vessel wall is the initial lesion, because the 
changes have been observed to vary. In advanced sclerosis there are per- 
manent calibre changes which are indicative of degeneration of the arterial 
walls. This leads to tortuosity of the vessels and irregularity of the vessel 
reflexes. At the arteriovenous crossings a certain loss of translucency may be 
seen, and sometimes the vein may be obscured by fibrous tissue proliferation. 

No valid distinctions can be drawn between the ophthalmoscopic appear- 
ances of benign and malignant hypertension. The general opinion that in 
the younger patients the prognosis is worse than in the older is probably 
true, and has been recognized for many years. For this reason it is important 
to decide whether the early lesions are due to spasm or to actual vascular 
degeneration. The former may regress but the latter is an irreversible change. 
One of the results of the changes at the arteriovenous crossings may be a 
thrombosis of the vein. This leads to the formations of massive hemorrhages 
and exudates in the area drained by the vessel affected. It has been stated that 
retinal detachment does not occur in essential hypertension, although it is not 
infrequently seen in the toxzmias of pregnancy associated with hypertension. 
In the latter it may be due to an edema of the choroid, leading to a subretinal 
cedema. 

In the advanced stages it is exceedingly difficult to distinguish between 
the changes due to hypertension and the classical picture of renal retinitis, 
but the early forms of hypertensive changes which have been described are 
identifiable and are not necessarily accompanied by renal damage. Patches of 
exudate which look like cotton-wool, an edematous appearance of the retina 
and occasional hemorrhages, are the characteristic appearances of renal 
retinopathy. These are not all present in the hypertensive patient in the 
early stage. 

It can no longer be maintained that the condition of the retinal blood 
vessels is an absolute index of the general vascular state of the body, but the 
retinal artery is one of the terminal branches of the internal carotid artery 
and may reflect the state of the intracranial vessels. Even this has been denied 
by some observers, but the view generally held is that vascular lesions of the 
retina are correlated with vascular disease in the other organs. The practical 
problem is to measure the strength of this correlation. 

By reducing the blood flow in the renal arteries of the dog, Goldblatt was 
able to produce a marked hypertension. That this was not due to reduction ‘n 
the kidney function was shown by the fact that removal of one kidney did 
not produce the result. It has also been shown that ligation of the renal veins 
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as well as the arteries prevents the development of hypertension. The fact 
that arterial degeneration is not present in the clamped kidney but occurs 
in the unclamped, may throw some light on certain curious cases which 
have been seen by ophthalmologists. Previous eye disease appears to pro- 
tect the eye from developing 2 retinopathy, although the lesions may appear 
in the fellow eye. Such case: lend support to the view that these lesions arise 
from local disturbances rather than from the general circulation of toxins 
(Ayoub, 1950). 


GENERAL CONCLUSIONS 


The principal retinal lesions described in this article are the early changes in 
the fundus which may readily be seen with the ophthalmoscope. They are 
seen in the smaller retinal vessels, which are usually described in the 
modern literature as arterioles. These changes are in many cases reversible 
in character, and this may be seen by any careful observer who may make 
sketches of his observations. Obviously any advance in treatment of the 
general underlying causes may be expected to increase the likelihood of 
the practitioner confirming these observations for himself. 

The advanced, permanent and destructive picture of hypertensive retino- 
pathy when there are gross changes in both structure and function are well 
described in all the standard textbooks. From the point of view of the prac- 
titioner these lesions are of less importance than the early changes, because 
by the time they have become well developed the diagnosis in the majority 
of cases is not in any great doubt. It is the early fundus change which it is 
important to observe, not the terminal lesion. 

Similarly, it is unwise to neglect the investigation of milder complaints 
such as the transient blurring of vision or the distortion of the image seen 
with one eye. Although the patient himself may not stress his disability, he 
is often an anxious and worried individual who from a latent fear may under- 
state his complaint. The same arguments apply to the cruder lesions, such 
as the subconjunctival hemorrhages described on page 571. 

No attempt has been made to present an extensive bibliography of the 
enormous literature which exists on these matters. For the practitioner an 
excellent introduction to the problems may be found in the handbook by 
Neame and Williamson-Noble (1951). The more advanced student may read 
with profit the appropriate sections in the textbook by Duke-Elder (1932- 
49), and I have made extensive use of a recent review of the literature on 
vascular retinopathies by Ayoub (1950). 


I am indebted to Mr. Donald for the three drawings which have been reproduced. 
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AN abnormal blood pressure is one of the most common causes of an adverse 
decision being given after a medical examination for life insurance. This is, 
first, because moderate hypertension does not cause any symptoms that 
might deter those affected from applying for insurance; and secondly, be- 
cause it is easily detected. So it is a commonplace for apparently healthy 
people to be rejected because they are considered to have hypertension of 
such a degree as to constitute a hazard to their normal span of life. In any 
event, arterial blood pressure, being a physical sign expressed in numbers, is 
a peculiarly suitable subject for actuarial research. No wonder, then, the 
subject looms large whenever life insurance is discussed! 


TAKING THE BLOOD PRESSURE 


So much has been written on this simple procedure that it may seem super- 
fluous to try to add to what is already known. Yet a Chief Medical Officer to 
an insurance company soon finds that different examiners record very 
different results. It is a common experience to find a blood pressure of, say, 
160/100 mm. Hg in a relatively young person recorded without comment. 
For one reason or another one becomes doubtful, and the applicant is ex- 
amined at head office or by a cardiologist, and often the pressure is found to 
be absolutely normal. Here lies the reason for emphasizing again the im- 
portance of taking the blood pressure carefully with an accurate machine, 
without undue haste, and under conditions as near basal as can be achieved 
at such an examination. Such conditions are not always easily obtained. The 
subject may be under stress because he is worried about the financial ar- 
rangements that have led to the application for an insurance policy, he is 
probably meeting the doctor for the first time, and he dislikes the whole 
business of medical examination anyway. It is therefore essential for the 
doctor to give a brief explanation of what he is going to do if the subject 
has not had his blood pressure taken before, and to divert his attention from 
his anxieties with a joke or a question about some pleasant aspect of his 
activities. If an unexpectedly high reading is found, further readings should 
be taken after he has been put at rest for intervals of five and ten minutes. 
If it seems that a basal reading has not been obtained at the first visit, he 
should be asked to come again a day or two later, preferably first thing in 
the morning, for further readings. 
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Looking back, it is surprising to realize how recent a development is the 
universal use of the sphygmomanometer. In 1921 an eminent physician, 
addressing the Assurance Medical Society, suggested that it was probably 
best in insurance examinations to be content with an easy and universally 
understood estimation of the brachial systolic pressure, and to leave the 
estimation of the diastolic pressure to the hospital ward and nursing home! 
At the same meeting the president summed up thus: ‘It is rather too early 
yet in the use of the sphygmomanometer for us to get definite conclusions’. 
Even in the nineteen-thirties it was widely held that the diastolic pressure 
was too variously and inaccurately recorded by many examiners for it to be 
of any value for prognostic purposes. Insurance companies tried to over- 
come these difficulties by having printed on their forms suggestions as to 
the way the blood pressure should be taken. These still survive, although 
nowadays every doctor must consider himself familiar with the sphygmo- 
manometer. The suggestions are, however, of value as reminders that care is 
expected in the matter and as an encouragement to a uniform method of 
recording. Uniformity is necessary, not only in fairness to the people ex- 
amined, but also for the compilation of statistics. Even today most physicians 
will admit that it is not always easy to get a clear end-point in taking the 
diastolic pressure. There is not always a sudden change from the clear 
sharp sounds to the muffled sounds, nor is the disappearance of all sounds 
always clear. Many companies find the most consistent results are obtained 
by adopting the American system of taking the point of disappearance of 
all sound to be the diastolic pressure. If there is any difficulty in finding the 
end-point, the fact should be recorded. More and more stress is being laid 
on.the importance of the diastolic pressure, so that it is unfair to record a 
vague or unsatisfactory result without mentioning the difficulties. 

I prefer to have the patient sitting comfortably in a chair. The British 
section of the joint committees appointed to report on standardization of 
methods of recording the arterial pressure in 1939 did not think that it 
made much difference whether the patient were sitting or lying. The work 
of Amsterdam and Amsterdam (1943) showed that there is often a difference 
of pressure in the two arms which, both in normal and hypertensive people, 
would be of considerable significance in insurance work. In such cases it is 
nearly always the right arm that has the higher pressure. If the left arm 
reading is higher the difference is usually slight. From this it would seem 
wise to use the right arm for routine blood pressure readings. 


THE ACTUARIAL CONCEPTION OF NORMAL BLOOD PRESSURE 


Hunter, in 1926, gave a synopsis of results for quinquennial ages from an 
investigation of 409,748 male lives in whom the blood pressure reading was 
recorded by the auscultatory method with the fifth phase for the diastolic; 
and in 1937 the Norwich Union Life Insurance Society undertook an un- 
published investigation of 1,594 cases accepted at ordinary rates. The re- 
sults, as will be seen, approximate very closely (table 1). 
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TABLE 1 





Systolic Diastolic Pulse Pressure 


" | oo = ~ 
Age | Hunter | Norwich | Blenter Norwich Hunter | Norwich 
| 





| Union Union Union 





Year mm. Hg | mm. Hg mm. Hg 


mm. Hg | mm. Hg 





20 120 122 78 

25 12! 124 79 45 
3° 123 126 46 
35 124 128 47 
40 125 130 48 
45 127 132 ‘ 3 49 
5° 129 134 50 
55 131 137 51 





60 134 139 52 











These figures justify the use of the following formulas for estimating the 
average blood pressures at various ages :— 

(1) Systolic = 114+2/5ths of age. 

(2) Diastolic = 74+-1/5th of age. 

In practice, however, it is found necessary to consider wider variations. 
Generally speaking, in the absence of other adverse features and allowing for 
the particular type of policy required, it may be said that the maximum 
readings which may be accepted at ordinary rates are somewhat as follows :- 





Age | Systolic | Diastolic 





Years mm. Hg mm. Hg 
Up to 50 145 90 
Over 50 155 | 95 











THE ACTUARIAL CONCEPTION OF HYPERTENSION 


In 1932, Hunter published the following table on mortality for policies 
issued by the New York Life and the Metropolitan Life:— 


TABLE 2 





New York Life Metropolitan Life 
Departure | Percentage | Percentage 
from average | Actual | Expected | ratio of actual | Actual | Expected | ratio of actual 
systolic blood | deaths | deaths to expected | deaths | deaths to expected 
pressure deaths deaths 





| 


mm. Hg 
—iIsto— 5 | 349 401 87 | 53 787 83 
—4to+4/| 3 | 394 101 | 1544 1559 99 
+ sto+15 | 481 422 114 991 885 112 
+16 to +24 | 59 46 128 133 | go 148 





| 


Totals | 1285 | 1263 102 3321 | 3321 | 100 











A similar table has been prepared for diastolic blood pressures and shows 
the same trend, e.g., with diastolic pressures of 97 to 100 mm. Hg, the actual 
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deaths were 153—expected deaths 117—giving a percentage ratio of actual 
to expected of 131. 
PULSE PRESSURE 

Blood pressure readings showing a disproportion between the systolic and 
diastolic pressures are often sent in by examiners without comment, so that 
the Chief Medical Officer is left in doubt of the likely cause and probably 
has to ask for further readings. A disproportionately high systolic pressure 
may, of course, be due to an overacting heart from nervousness or thyro- 
toxicosis. In older subjects, it may be due to a rigid atherosclerotic aorta. 
A high diastolic pressure, if persistent, should be regarded seriously, and its 
significance should not be overlooked in the presence of a normal systolic 
pressure. It is probably due to vasoconstriction, which may be part of the 
hypertensive syndrome. It is well to remember that peripheral vasoconstric- 
tion can also be caused by nervousness and cold (Wood, 1950). Thus, care 
should always be taken to ensure that the subject is warm and at ease before 
accepting a high systolic pressure as correct. 


BLOOD PRESSURE IN YOUNG SUBJECTS 


Until recently it was the custom of insurance companies to ask that the 
blood pressure should be taken only in proposers over the age of forty. Now 
it is usual to ask that it shall be taken in all cases, whatever the age. It is 
true that it is rare, in insurance work, to find anyone under forty with a 
persistently raised pressure. Yet cases are seen from time to time, although 
they usually have other signs that make them unacceptable for insurance. 


Two striking cases have occurred in my practice recently. 

A young man walked in for an examination for a staff scheme, admitted that he had 
had a hemoptysis, and was found to have the signs of malignant hypertension. 

The second was a man in his twenties, apparently in perfect health, but with a 
very high pressure and an enlarged left kidney. 

Apart from such rare cases, the chief value in taking routine blood 
pressures in young subjects lies in producing statistical evidence of the 
significance of pre-hypertensive levels and unstable pressures in the young. 
For this purpose it is obviously necessary to record at least the highest and 


lowest readings obtained. 
LOW BLOOD PRESSURE 


Blood pressures below the average for the age are associated with a greater 
expectation of life. Trained athletes are often found to have pressures lower 
than average. There is a point, however, below which the pressure is too low 
and is no longer a favourable but an adverse feature. Such low pressures are 
seldom seen in life insurance work, because they are usually only symptoms 
of serious illness, such as would prevent the sufferer from making an 
application for a policy. Generally speaking, if a systolic pressure below 100 
mm. Hg is encountered and there are no other adverse features, a second 
reading should be taken a few days later. If the low reading persists, then 
the application should be postponed for some months to see what happens. 
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UNSTABLE BLOOD PRESSURES 

As already indicated, it is customary with most experienced examiners to 
take several readings of the blood pressure, if the initial reading is abnormal. 
The insurance company will then often accept the lowest reading as a basis 
for its actuarial calculations. It is, however, a growing opinion among many 
that this is not entirely satisfactory, and that transient rises of blood pressure 
are a normal prelude to sustained hypertension with a definitely increased 
rate of mortality. 

Two types of transient hypertension are recognized. First, that in which 
the blood pressure raised under the slightest stress rapidly falls to normal 
when the subject is reassured and put at rest. The second type is that in 
which the blood pressure remains elevated, even at rest, for a period of 
weeks or months, because of some persistent psychological burden. 

Hillman et al. (1944) found that sustained hypertension developed 3.6 
times as often in patients with transient hypertension as in others. There 
was a marked increase in incidence with increasing age: 2.4 per cent. de- 
veloped sustained hypertension in the age-group 25 to 29 years, against 14.9 
per cent. in the age-group §5 to 59 years. 


FACTORS ASSOCIATED WITH ABNORMAL BLOOD PRESSURI 
In the difficult business of trying to forecast expectation of life, all the 
available evidence has to be taken into account. There are a number of 
factors which should be studied when trying to estimate the importance of 
a blood pressure which is slightly above normal. Probably the most im- 
portant of these is the family history. Physicians such as Allbutt and Broad- 
bent were certainly aware that apoplexy and high blood pressure tend to run 
in families. The matter has recently been emphasized by Platt (1947), who 
found that there was a hereditary factor in 76 to 86 per cent. of cases of 
hypertension. A blood pressure of 140/90 mm. Hg may be accepted without 
question in a man of forty-five with a good family history, but it should be 
regarded with distinct suspicion in a man of thirty-five whose father died in 
middle age from a coronary thrombosis. 

The arteries.—An attempt should always be made to assess the state of the 
peripheral arteries. Thickening of the radial and brachial arteries should be 
looked for, and prominent tortuous temporal arteries should not be missed. 
Most important of all is the examination of the arteries of the fundi with an 
ophthalmoscope for irregularities of their diameter and nipping of the veins. 

The association of a raised systolic pressure with albuminuria has been 
shown to be a particularly bad insurance risk. In a series of 423 cases 
accepted with additional premiums by the New York Life Association the 
ratio of actual to expected deaths was found to be 290 per cent., which gives 
statistical support to the view that these cases should always be declined. 

Weight and build are further factors to which the actuary will pay par- 
ticular attention when the blood pressure is abnormal. Insurance company 
statistics show that average blood pressures rise slightly with increasing 
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weight. This may be partly due to the error produced by an increased thick- 
ness of soft tissue over the brachial artery in fat subjects. Certainly great 
care should be taken to see that in the case of fat people the sphygmomano- 
meter bag is accurately applied without bulges. This is, however, not the 
entire explanation of the increased blood pressures found with increased 
weight, for a similar increase is found if blood pressure readings are plotted 
against height. Increased weight associated with a definitely raised blood 
pressure, even if it be slight, is found to increase the risk considerably. Some 
examiners have the impression that the squat, muscular, short-necked type 
of man is particularly prone to cardiovascular accidents. It is always of value 
to record one’s impression of the general build and appearance of the subject, 
as well as the weight and measurements. 


CONCLUSION 


In conclusion, I should like to refer to the situation which arises when an 
applicant for life insurance is declined or asked an increased rate of premium 
for abnormal blood pressure. He usually realizes the cause for the adverse 
decision after a good deal of attention has been paid to the business of re- 
cording his blood pressure; or else he makes inquiries through his doctor 
and is told the reason. Thus there is a danger of turning a man who feels 
well and happy into an anxious invalid. This is an unfortunate and inevitable 
aspect of life insurance medical examinations. Although the examiner should 
as a rule be careful to avoid making any comments, it is sometimes wise, 
if the examined person shows anxiety at repeated recording of his blood 
pressure, to remark that although he has not by any means got a high blood 
pressure, it is slightly outside the accepted range of normal and that in- 
surance companies are rather pedantic about these matters. He will then 
probably go to his own doctor and be told that his blood pressure is normal 
or nothing to worry about. I should do the same myself if I were the private 
doctor. Nevertheless, I hope I have shown, without burdening this article 
with a lot of statistical tables, that the life insurance companies are indeed 
justified in the view they take of abnormal blood pressure, and that doctors 
asked to make examinations should take every care in presenting accurate 
readings. 
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THE term leucorrheea literally means a white discharge. It is often used to 
describe an excessive vaginal discharge, which is not blood stained. The 
abnormal vaginal discharge is, however, usually yellow in colour and is often 
described as brown by the patient. The reason for this is that the secretion 
when dry darkens in colour, and it is the dry secretion on the underclothes 
that the patient sees and describes. It is important when obtaining a history 
from the patient complaining of excessive vaginal discharge to make sure 
that the brown discharge of which she complains is not a dark brown, which 
may be due to altered blood. It must be realized that there is a normal vaginal 
discharge. This is small in amount and does no more than moisten the 
vaginal introitus; when it is so great as to soil garments, it is abnormal. 


The normal discharge consists of a mixture of secretions from the endometrium, 
cervix and vaginal wall. The endometrial secretion is watery, alkaline in reaction and 
small in amount; that from the cervix is thick and mucoid, but clear and transparent 
like unboiled white of egg, and is alkaline in reaction. The vaginal secretion is a 
transudation of plasma from the vaginal vessels mixed with desquamated vaginal 
epithelium ; it is acid in reaction and small in amount. There are usually no glands 
in the vagina. The acid reaction of the vaginal transudate is due to the formation of 
lactic acid from the glycogen contained in the vaginal epithelial cells by Déderlein’s 
bacillus and, in spite of the addition of alkaline secretions from above, the final re- 
action in the vagina is acid. Bartholin’s gland produces a thin mucoid, slightly acid 
secretion, which may be copious under sexual excitement, but under normal con- 
ditions is scanty and contributes little to the normal vaginal discharge. 


CERVICAL LEUCORRHGA 

It is therefore obvious that the abnormal vaginal discharge, or leucorrheea, 
may be due to excessive production of one or more of the secretions men- 
tioned. In patients with endometrial polypi, or enlargement of the endo- 
metrial surface by fibroids, it is possible for an increase in the uterine 
secretion to occur, although this is not a common cause of leucorrheea. In- 
flammation of the endometrium from infection or trauma gives rise to a 
uterine discharge, which is usually purulent and may be blood stained. In 
pyometra there is usually a periodic escape of such material from the uterus. 
Adenocarcinoma of the body of the uterus results in a watery discharge from 
the uterus, but this soon becomes blood stained. A watery discharge may 
also be produced by a neoplasm of the Fallopian tube; if malignant, this 
beomes blood stained. 

Perhaps the most common cause of leucorrheea is an excessive cervical secre- 
tion, resulting from stimulation of the cervical glands. This stimulation may 
take the form of ‘over-cestrinization’. In these cases a clear mucoid secretion 
is seen coming from the cervical canal. Such a leucorrheea may easily be 
induced by the administration of cestrogens, and in a normal woman an in- 
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crease in the cervical secretion may be observed at the time of ovulation 
when the cestrogen blood level is raised. It is therefore clear that estrogens 
can exert a stimulating effect on the cervical glands, and in such cases of 
leucorrheea it is thought that there is an aberration of the endocrine secretion 
or of its activation of receptors in the cervix. 

During pregnancy there is considerable hypertrophy of the cervical glands 
so that they become sponge-like and soft. This hypertrophy is accompanied by 
an increase in the cervical secretion, of which the woman becomes aware 
early in pregnancy. Following delivery the cervix takes part in the process 
of involution to return to its pre-pregnant condition. In some patients this 
involution of the cervix is slow and there is complaint of postnatal leucor- 
rhea. In addition, laceration of the cervix during delivery may produce a 
certain amount of eversion of the lips, with consequent exposure of the 
cervical canal mucosa. It has been suggested that such exposure of the 
cervical canal mucosa to the acid vaginal secretion stimulates hypersecretion 
by the cervical glands, and it has been questioned whether in such cases there 
is accompanying infection. 

The preceding remarks do not mean that the cervical glands are never 
stimulated by an invading organism to produce an excessive secretion. 
Gonococcal cervicitis provides a definite instance of such bacterial invasion of 
the cervical glands, and on occasions other pathogenic organisms invade the 
cervical glands, with consequent increase in cervical secretion. Such cases are 
true examples of ‘cervicitis’ with all the signs of inflammation and the pro- 
duction of a muco-purulent discharge, which is an important clinical finding. 

Coincident with the stimulation of the cervical glands to hypersecrete 
there may be hypertrophy of the glands. This results in a varying degree of 
enlargement of the cervix, which may be seen in patients complaining of 
leucorrheea due to this cause. In some instances the cervical canal mucosa 
may proliferate to produce a cervical mucous polypus. 

An excess of cervical secretion coming through the external os extends for 
a varying distance over the vaginal portion of the cervix and keeps this area 
continually bathed in alkaline mucus. The squamous epithelium covering 
this portion of the cervix, which, like the rest of the vaginal mucosa, is 
adapted to living bathed in a watery vaginal transudate, becomes macerated 
by this abnormal alkaline mucus and is shed, leaving a raw submucous area 
around the external os, which is rapidly covered by the proliferative cervical 
canal mucosa. This constitutes the all too common erosion of the cervix. It 
follows that if excessive cervical secretion is treated and cured, the erosion 
should also clear up. Such a course of events does in fact occur. 

A muco-purulent discharge occurs with carcinoma of the cervix, but this 
soon becomes blood stained. 


VAGINAL LEUCORRHEA 


The other common cause of leucorrhaea is an increase in the vaginal trans- 
udate. ‘This is usually due to intection of the vaginal mucosa, and the most 
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common type of vaginitis is that associated with the growth of Trichomonas 
vaginalis. This is a flagellated protozoon which flourishes under suitable 
conditions during the female reproduction period. Glycogen is abundantly 
present in the vaginal epithelium of the healthy adult woman, and is con- 
sidered to be an important factor in favouring the growth of the trichomonas. 
The optimum pH for proliferation of 7. vaginalis is between 5 and 6, which 
is less acid than the healthy vagina (pH 3.8 to 4.2). Such a reduction in the 
vaginal acidity may occur at menstruation owing to the passage of the 
alkaline uterine discharge. This is the probable explanation for the exacerba- 
tion of a trichomonas vaginitis which is apparent immediately after the 
period. Reduction of the vaginal acidity also occurs when there is excessive 
cervical secretion for, as already mentioned, it is alkaline in reaction. Hence, 
excessive cervical secretion favours the production of an associated tricho- 
monas vaginitis, as is shown during pregnancy when the condition is not 
uncommon, or hampers the complete cure of trichomonas vaginitis. The 
discharge is yellowish-grey in colour, watery in consistency, occasionally 
frothy and irritating to the skin of the vulva. The vaginal wall shows a 
number of small raised red spots giving the so-called ‘strawberry vagina’. 

Vaginitis can also result from infection with the thrush organism, Monilia 
albicans. This organism needs an acid medium for its growth and is often 
associated with glycosuria, which should be looked for in all such cases. 
Monilial vaginitis is not infrequently seen during pregnancy, when glyco- 
suria is not as uncommon as many people think. The discharge is white in 
colour, contains much degenerated vaginal epithelium, making it less fluid 
than most discharges, and is irritating to the vulval skin. Characteristic 
white patches can be seen on the vaginal wall. 

Infection of the vagina may also occur during infancy and after the meno- 
pause. In the former case it is usually associated with inflammation of the 
vulva, the vulvo-vaginitis of infancy. This is often due to the gonococcus, 
which is able to penetrate the thin vaginal epithelium which exists before 
puberty. The vaginitis which occurs after the menopause—senile vaginitis 
is due to a number of pyogenic organisms which invade the atrophic vaginal 
epithelium and produce a purulent discharge, which may be blood stained. 

Trauma from foreign bodies such as pessaries may lead to secondary 
vaginitis and leucorrheea, and vaginal inflammation with resulting increased 
transudate may be produced by chemical irritants used in vaginal douches. 
As in the upper regions of the genital tract, carcinoma in the vagina will 
produce a purulent discharge, which soon becomes blood stained. 

Excessive secretion from Bartholin’s gland occurs only as a result of 
sexual excitement, so that such leucorrheea is of a temporary nature. 


DIFFERENTIAL DIAGNOSIS AND TREATMENT 


Vaginal lesions.—Physical examination will show whether or not there is in- 
flammation of the vagina. The characteristic picture of trichomonas and 
monilial infection, together with microscopic examination of the discharge, 
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will determine whether or not either of these is present. The non-specific 
inflammation due to trauma and chemical irritants can be excluded by the 
history and physical examination. Vaginitis before puberty must be in- 
vestigated by vaginal smears to determine if the gonococcus is responsible. 
This type of vaginitis and that which occurs after the menopause are greatly 
helped by improving the quality of the vaginal mucosa by means of cestro- 
gens, which may be given by mouth, or locally in the form of vaginal sup- 
positories, or as an ointment to the vulva. In addition, sulphonamides or 
penicillin are given for gonococcal vulvo-vaginitis of children, and ‘stovarsol’ 
or ‘picragol’ vaginal suppositories for senile vaginitis. 

Trichomonas vaginitis responds rapidly to treatment with such prepara- 
tions as ‘stovarsol’ or ‘picragol’ vaginal suppositories ; but although it responds 
rapidly, it is not so easily cured. Treatment must therefore be continued for 
some weeks. It is perhaps hardly necessary to mention that such sup- 
positories should be inserted to the top of the vagina by the patient when she 
is in bed at night. Because of the diminished acidity of the vagina during 
menstruation, treatment is required for two or three periods to avoid re- 
currence of the condition. From what has already been said about reduction 
of the vaginal acidity favouring the growth of the Trichomonas vaginalis, it 
will readily be understood that in these cases the cervix should be in- 
vestigated and treated for excessive cervical secretion. In considering treat- 
ment it should not be forgotten that gonococcal cervicitis and trichomonas 
vaginitis may be associated, and also that a patient may be reinfected by the 
male during intercourse; trichomonas urethritis is not unknown in the male. 

Monilial vaginitis responds well to such vaginal suppositories as ‘mycil’. 
Swabbing the vagina daily with 2 per cent. gentian violet is effective but 
messy. Good results can be obtained by daily application of ‘mersogel 
fungicide jelly’ to the vaginal wall. It is important to remember the pos- 
sibility of glycosuria in these patients, and repeated tests of the urine should 
be carried out to exclude this. 

Cervical lesions.—If after cleansing with a swab the cervix appears in- 
flamed and there is a muco-purulent exudate coming from the cervical canal, 
smears must be taken from the cervical canal, urethra and Bartholin’s ducts to 
exclude gonococcal infection. The cervix may look inflamed in cases of 
vaginitis when the vaginal portion of the cervix shares in the inflammation. 
This, of course, clears up when the vaginitis is treated. It must be re- 
membered, however, that trichomonas vaginitis may be associated with 
gonococcal cervicitis, and in all cases of trichomonas vaginitis it is a wise 
plan to exclude this by smear examination of the cervical canal. Gonococcal 
cervicitis is not a common cause of leucorrheea, and with sulphonamides and 
penicillin can soon be brought under control. The treatment and follow-up 
of such cases should, however, be left to the venereologist and will not be 
considered further. The uncommon cases of non-specific acute cervicitis can 
also be treated with sulphonamides. 

More commonly a clear cervical mucus secretion is seen exuding from the 
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cervical canal, and there are no signs of inflammation. This is undoubtedly 
best treated by means of the electric cautery which is applied to the cervical 
canal itself. This destroys a portion of the cervical canal mucosa and 
glandular tissue and so brings about a reduction in the amount of secretion. 
It is unnecessary to cauterize any associated erosion, which will be cured 
when the excess secretion is removed. This treatment is followed by a certain 
amount of discharge associated with the sloughing of the destroyed tissue, 
and there is often a little ‘show’ from secondary hemorrhage about a week 
later. The cauterization should be done in small amounts at repeated inter- 
vals to obtain the correct reduction in secretory tissue. This avoids excessive 
and unnecessary destruction of gland tissue and the danger of troublesome 
secondary hemorrhage which may follow heavy cauterization. There is the 
possibility of some constriction of the external os and the lower part of the 
cervical canal from fibrosis. What constriction occurs in the multiparous 
cervix, however, is of little consequence, whilst in the nulliparous cervix it 
can easily be dealt with by dilatation at a later date, should this be necessary. 
Cauterization can also be carried out by means of chemical caustics, but this 
is not so effective as the electric cautery. In the patient complaining of post- 
natal leucorrheea due to slow involution of the cervix, it should be re- 
membered that this will improve with time and the cautery should not be 
used so readily. Such patients often have an associated vaginitis of a mild 
degree and can be helped considerably by ‘stovarsol’ vaginal suppositories 
until such time as complete involution of the cervix occurs. 

In patients with excessive cervical secretion it is unnecessary to resort to 
operative removal or plastic repair of the vaginal portion of the cervix, even 
when there is eversion of the cervical lips. Such a discharge can be cured by 
the electric cautery. Furthermore, these operations on the cervix may cause 
a dangerous form of dystocia in a subsequent pregnancy. 

It should be emphasized that the electric cautery should not be employed 
in the presence of active infection of the cervix, as extension of the infection 
beyond the confines of the cervix may well follow such treatment. It may, 
however, be used in the uncommon case of chronic infection, such as 
chronic gonococcal cervicitis, when the organism is of low virulence and 
systemic treatment with sulphonamides and penicillin appears to have little 
effect. Such cases, however, have little or no excessive cervical secretion and 
therefore do not fall within the scope of this article. Similarly, treatment of 
carcinoma of the cervix has not been considered, but it should be stressed 
that if any doubt exists as to whether or not carcinoma exists, the lesion 
should be subjected to biopsy and cytological examination. 

Uterine lesions.—When the leucorrheea results from a uterine condition 
as distinct from a cervical lesion, the discharge is watery in consistency and 
other signs and symptoms of the uterine lesion are usually present, such 
as a history of menorrhagia and the finding of an enlarged or irregular 
uterus. The investigation in such cases will often include a diagnostic 
curettage, and the treatment will vary according to the lesion tound. 








VESICAL TEETH 


By L. AYLWIN RICHARDSON, M.B., F.R.C.S. 
Surgeon, Southampton Group Hospitals. 


THE spice of surgery lies in its surprises, and this is the story of an un- 
fortunate old lady who for many years complained of a gnawing pain in her 
abdomen finally being cured by the removal of two teeth from the bladder. 
It is also the account of an interesting surgical case in which much trouble 
would have been saved had all its difficulties been appreciated from the first. 

The patient, a woman of seventy-three, was first seen in May 1950 at 
the request of a medical colleague. She gave a history of having suffered for 
some years from a gnawing suprapubic pain. More recently she had had 
severe urinary frequency with dysuria and occasional hematuria. She was 
admitted semi-comatose from uremia and her general condition when first 
seen was very grave. The urinary output was greatly diminished, the blood 
urea 118 mg. per ml., and the tongue brown and dry. She was dehydrated 
and suffering from diarrhea and vomiting. After some days’ treatment with 
intravenous fluids she improved and an X-ray (fig. 1) showed that the 
bladder contained one large opaque stone, with another which appeared to 
be lying in a diverticulum. The radiologist’s report in full stated: “The 
calcification seen in the pelvis is unusual in shape. It lies in front of the 
rectum. The lowermost oval opacity is probably a large stone in the bladder 
but the unusual shape of the other more dense stone suggests a possible 
uterine origin’. It is interesting to see how near the truth was this suggestion. 

On June 12, 1950, an attempt to crush the large stone with a lithotrite was 
abandoned owing to its hardness, and the bladder was opened suprapubically. The 
larger stone was removed without difficulty. The other was delivered after enlarging 
the mouth of the diverticulum in which it lay. Owing to the patient’s poor general 
condition no attempt was made to deal with this diverticulum. The bladder was 
drained suprapubically by means of a large White’s tube. 

On crushing the two stones, one was found to contain two well-formed 
molar teeth, joined at their roots by a piece of bone, whilst the other con- 
tained a chunk of bone with a small piece of tooth attached (fig. 2). On re- 
examining the X-ray it could be seen that these foreign bodies were in fact 
visible in the heart of the stones. As a hard fixed mass could be made out in 
the pouch of Douglas, it was assumed that teeth and bone had originated in 
an ovarian dermoid and that they had ulcerated through into the bladder. 

Four days after the operation, gas and feces began to discharge freely from 
the suprapubic wound and it seemed clear that a vesico-colic fistula had de- 
veloped. Cystoscopic examination showed gross cystitis. Gas bubbles could 
be seen coming from the large mouth of a diverticulum, and it was thought 
that a second gas-producing fistula was also seen in the middle of the 
posterior surface of the bladder. By means of continuous suction, with 
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X-ray showing two opaque stones in the bladder 


bladder washouts and urinary anti- 


septics, it was hoped to persuade the 


fistula to heal naturally, but after twelve 
weeks the faecal discharge from the 
suprapubic wound was unabated. 

On September 14, through a small incision 
in the left iliac fossa the pelvic colon was 
seen to disappear into the dense mass 
previously felt in the pouch of Douglas, 
thus apparently confirming the presumption 
that there was a fistula present between 
bladder and pelvic colon. Accordingly, a 
left iliac colostomy of the Devine defunc- 
tioning type was established 

It became painfully apparent to the 
patient and to myself after a few days 
that as a result of the colostomy there 
was no change whatever in the amount 

Vie — . 7 s ee « - . rm * 
ub ao gaat of two stones after of fecal discharge from the bladder. This 
was now filled with sodium iodide 
solution and watched under the X-ray screen: as soon as the intravesical 
pressure was sufficiently raised the dye shot straight into the cecum, raced 
round the colon and appeared at the proximal opening of the colostomy. 
The condition of the patient was by now extremely good. She was 
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fastidious and highly cooperative, being very keen to be rid of her colostomy 
and suprapubic fistula. 


After a few days’ preparation with sulphaguanidine and streptomycin the 
abdomen was opened through a right paramedian incision. The pelvic colon passed 
behind the pelvic mass to which it was firmly fixed. The caecum was found to be 
elongated so that it appeared for all the world like 5 inches of thick small gut, the 
distal end of which disappeared into a mass of adhesions behind the bladder, to which 


) 


Retrovesical 
Mass 


Bladder 


Fic. 3.—Operative findings. 


a loop of ileum about 18 inches from the ileo-czcal valve was also attached. This 
loop was freed without difficulty and a residual hole in its wall closed and over- 
sewn. Dense adhesions made the freeing of the elongated cecum very difficult but 
in the end it was sufficiently freed to allow its division between clamps. Both the 
longer cecal end and the short portion left attached to the bladder were invaginated 
and buried. A drain was left in the pelvis before closing the wound (fig. 3). 

From this operation the patient made an uninterrupted recovery. There 
was no further faecal discharge, so that in a short time the urine became 
sterile and the suprapubic wound closed. A fortnight later after preliminary 
crushing of the spur the colostomy was closed by the standard extra- 


peritoneal method. 


CONCLUSION 
So in the end all was well, but had the exact site of the fistule between 
bladder and bowel been accurately defined in the first place, the old lady 
would have been saved much time and two unnecessary operations. And 
anyway she still cannot quite make out why people continue to tease her 
gently about her gnawing pains. 





GENERAL PRACTITIONERS’ FORUM 


AN AID TO EARLY DIAGNOSIS OF 
PEPTIC ULCERATION 


By S. LIPETZ, M.D. 


THE early diagnosis of peptic ulceration, whether malignant or benign, lies 
with the family doctor to whom the patient first comes for consultation. In 
gastric carcinoma—and in varying degree also in neoplasm anywhere in the 
alimentary tract—only about one-third of all cases are referred immediately 
to hospital by the general practitioner (Brit. med. 7., 1950). Successful 
treatment depends upon diagnosis at the earliest stages. It is not always 
practicable, particularly in industrial or rural practice, for the family doctor 
to submit each case to radiography, which, moreover, is often negative or 
inconclusive at this stage. 


TESTS FOR OCCULT BLOOD 


There is, however, another approach to the problem which offers a much 
more hopeful prospect of early diagnosis once the patient has consulted his 
doctor. Edwards (1950) pointed out that occult blood is usually positive in 
gastric neoplasm. Meulengracht and Jensen (1929) found occult blood 
present in 89 per cent. of a series of alimentary neoplasms, Gregersen (1916) 


and others have confirmed these findings. It would therefore seem that a 
simple and reliable consulting room test for occult blood could be of the 
greatest value in the early detection, not only of alimentary neoplasm, but 
also of peptic ulcer. Hurst (1929) and many other workers have shown that 
in peptic ulcer also, occult blood is present in a high proportion of active 
cases. In a condition so prevalent, in which the possibility of successful 
medical treatment varies inversely with chronicity, a test for occult blood 
can be extremely useful for early diagnosis. Further, with an ageing popula- 
tion the number of cases of peptic ulcer in the elderly is naturally increasing, 
and the increased risks of hemorrhage and perforation make early diagnosis 
and scientific control of treatment even more important. 

Tests for occult blood are not now so widely used as they once were, not 
because they are not reliable, but partly because of the short cut to diagnosis 
by X-rays, and partly because of uncertainty about the interpretation of 
positive findings. In general practice there are obvious objections to a test 
such as the benzidine test, commonly employed in clinical laboratories, which 
may give positive results due to gum bleeding, or after the eating of meat 
in moderate amounts. With little control over the patient’s diet this is 
sufficient to dissuade practitioners from using the test as a routine procedure. 
To overcome this difficulty, Gregersen (1916) introduced what is now uni- 
versally known as the ‘Gregersen slide test’ (G.S.T.). By reducing the 
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sensitivity of the benzidine test to one-third, he produced what is considered 
to be one of the most reliable tests for everyday clinical use. He discarded 
the unstable hydrogen peroxide and substituted the more stable barium 
peroxide, in a concentration of 4 per cent.; using a 50 per cent. acetic acid 
solution, the benzidine concentration was kept at 0.5 per cent. The Greger- 
sen slide test is performed as follows :— 


Powders are made up containing 0.2 g. of barium peroxide and 0.025 g. of pure 
benzidine. Put up in waxed paper they will keep indefinitely. Since different makes 
of reagent give varying results, I myself have used benzidine ‘AnalaR’ (B.D.H.), 
which is specifically tested by the manufacturers against a freshly prepared 1 :100,c00 
solution of blood. For the test, one powder is dissolved in 5 ml. of a 50 per cent. 
solution of acetic acid ‘AnalaR’. With a glass rod a small piece of feces is smeared 
on to a clean glass slide or a piece of white tiling. A few drops of the solution are 
then run on to the smear. A blue or blue-green colour develops within a minute if 
the test is positive, and the reaction is graded according to the depth of the colour 
and the time it takes to develop. Gregersen recognized three grades: +, a pale blue 
or green colour within 60 seconds; ++, a definite pale blue in 12 to 15 seconds; 

+, a deep blue within 3 seconds. Any colour developing after 60 seconds at 
normal room temperature is disregarded. 


The patient is asked to bring a sample of feces, about the size of a bean 
or a pea, in a clean, small jar. The test can then be performed in a few 
moments during the consultation. The powder, if preferred, can be made up 
in bulk. In a dark airtight bottle it will keep without deterioration for at 
least six months. I have tested the powder after that period and found that 
it still gave a positive reaction in a 1:70,000 dilution of blood in water. 
For those doing the slide test for the first time it is advisable to have each 


powder made up separately until some idea is gained of the quantity needed 
for each test. It does not take long to learn the approximate quantity re- 
quired and to tip it into the test tube either directly from the bottle or with 
the tip of a spatula. There is no soiling of test tubes with a faecal suspension 
and, since only a smear of feces is used, it can easily be cleaned from the 
slide with cotton-wool. In carrying out the test I have found the slides used 
by bacteriologists for examining hanging-drop cultures most useful. 

To avoid, so far as possible, contamination of the specimen by blood from 
the rectum, anus or vagina, it is wise to remove the portion of faces for 
examination from the inside of the stool. Should it be necessary to examine 
faeces at once, some can almost always be immediately obtained by digital 
exploration of the rectum. 

DIAGNOSTIC ACCURACY OF THE GREGERSEN SLIDE TEST 
The Gregersen slide test is fully described in Harrison’s ‘Chemical Methods 
in Clinical Medicine’ (1947), in Hutchison and Hunter’s ‘Clinical Methods’ 
(1949), and in other textbooks of clinical chemistry. It is widely used on the 
continent of Europe and in America. Ogilvie (1927), after a thorough in- 
vestigation, concluded that a blue or blue-green colour appearing within 
thirty seconds is positive proof of the presence of occult blood, irrespective 
of the patient’s diet, with the obvious exceptions of black pudding, liver, 
bone marrow and other foods with a high blood pigment concentration. 
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Meulengracht and Jensen (1929) used the Gregersen slide test to investigate 
105 cases of alimentary neoplasm in which, except in some obvious cases of 
cancer of the csophagus and rectum, the diagnosis was confirmed by 
operation or at post-mortem examination. Occult blood was present in 89 
per cent. of all cases; persistently in 72 per cent., and only intermittently in 
17 per cent. Only 6 out of 66 cases of gastric carcinoma showed no occult 
blood. 

In simple peptic ulcer equally significant figures have been found, both by 
those workers already quoted and by more recent investigations of my own 
in a practice which is mainly industrial. When in 1941 supplementary 
rations were granted for peptic ulcer patients, the opportunity was taken to 
investigate fully those patients not previously examined who now applied 
for the requisite forms. In each case the Gregersen slide test was carried out 
as an integral part of the examination. A fairly comprehensive survey was 
thus made of patients with symptoms of peptic ulcer and other patho- 
logical conditions of the alimentary tract. All cases diagnosed during a 
period of ten years in which both X-ray and G.S.T. findings are available 
have been collected and analysed. There are 123 cases altogether: 102 of 
peptic ulcer and 21 of other alimentary conditions. I have omitted all cases of 
neoplasm in which on first examination the diagnosis was beyond doubt, 
and have included a few ulcer cases diagnosed before the period under 
review in which there are still active symptoms. 

The G.S.T. findings have been compared with the X-ray and clinical 
findings, some of which were later confirmed after operation. 


Both the G.S.T. and the X-ray findings were positive in 69 out of 102 ulcer 
cases (nearly 68 per cent.), and in 18 out of 21 other conditions (nearly 86 per cent.). 
The G.S.T. was positive but the X-ray findings negative in 19 of the 102 ulcer cases 
(nearly 19 per cent.), and in 3 of the 21 other cases (14 per cent.); clinical observa- 
tions and subsequent history confirmed the positive diagnosis. The G.S.T. was 
negative but the X-ray findings positive in 14 of the 102 ulcer cases (nearly 14 per 
cent.) but in none of the other 21 cases, and the clinical findings agreed with those 
of the X-rays. Thus there were 22 cases which might have been missed if the 
G.S.T. had not been used, and 14 cases in which the G.S.T. did not support the 
diagnosis. 

Taking all cases together, both the G.S.T. and the X-ray findings agreed in being 
positive in more than two-thirds (nearly 71 per cent.) of the total, namely 87 out 
of 123; of these 87, 65 were first diagnosed with the G.S.T. When the two tests 
gave differing results, the G.S.T. was right a little more often (22 cases) than the 
X-ray findings (14 cases). Of the 19 ulcer cases with initial negative X-ray findings, 
3 radiographed again after an interval because of a persistently positive G.S.T. gave 
a positive result. Of the 3 other cases in which the initial X-ray findings were 
negative, 2 re-examined for the same reason subsequently gave positive X-ray 
findings, and were found to be a case of neoplasm and a case of diverticulitis respec- 
tively. These 5 cases are perhaps among the most significant in the series. 

Thus, considering ulcers only, both tests agreed in two-thirds of the cases; radio- 
graphy failed in about 1 case out of 5, and the G.S.T. failed in about 1 case out of 
7. For the other diagnoses, the numbers are too small to give more than an indica- 
tion; the G.S.T. did not fail in any case, whereas radiography failed in 3 cases, and 
both tests agreed in the remaining 18 cases. It may be of interest to note that, of the 
21 non-ulcer cases, 11 were of neoplasm, 5 exhibited diverticulosis radiologically and 
gave a positive G.S.T. (presumably cases of diverticulitis), and there was 1 case each 
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of ulcerative colitis, regional ileitis, torsion of the cecum, spastic colon, and per- 
nicious anemia. 


CLINICAL VALUE OF THE GREGERSEN SLIDE TEST 

In estimating the value of the Gregersen slide test it is necessary to con- 
sider both its advantages and its limitations. For the general practitioner it 
can be a valuable aid in the early diagnosis and treatment of alimentary 
ulceration. By its use he can sift and control his dyspepsias with more 
assurance and a better knowledge of the underlying pathology. Often it may 
enable him to decide more quickly which case requires the more expensive 
and time-consuming forms of investigation. By taking appropriate measures 
until all occult blood has disappeared from the faces, it may enable him to 
avert the more serious complications of hemorrhage and perforation. For 
reasons not yet fully understood the minimal amount of blood required to 
give a positive result varies from one person to another, so a negative finding 
must not be considered conclusive and should always be judged in relation 
to the clinical picture. A positive result is always significant; and, provided 
that precautions have been taken to exclude extraneous sources of blood, an 
attempt must always be made to trace the cause of the bleeding. 

There is a further important value in this test as a routine measure. The 
symptoms of alimentary ulceration are protean and often vague in their 
manifestation. Often they are not even referred to the gastro-intestinal tract. 
Unexplained secondary anemia, breathlessness or unusual fatiguability may 
be due to unsuspected ulceration. X-ray examination is, of course, most 
valuable, but an X-ray service is not yet generally available for the general 
practitioner. Moreover, in the early stages, radiography may be unhelpful 
and even misleading. It would appear to be axiomatic that in all conditions, 
particularly among persons of cancer age when the diagnosis is obscure, no 
examination should be considered complete without an examination of the 
stools for occult blood. 

In conclusion, the general practitioner is in a unique position to detect 
alimentary ulceration in its earliest stages; and, for this purpose, the 
Gregersen slide test is of the greatest value. The ingredients are cheap, 
they do not deteriorate rapidly, and the test is as easily and quickly per- 
formed as the usual consulting room tests for sugar and albumin in the 
urine. 
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A NOTE ON THE LOCAL APPLICATION OF 
COLCHICINE IN A CASE OF 
RHEUMATOID ARTHRITIS 


By JACK CARR, M.R.C.S., L.R.C.P. 


THE advent of cortisone and other related hormones has, paradoxically, 
stimulated renewed interest in those therapeutic substances already known 
to be specifically effective in the treatment of some forms of rheumatism, 
e.g. salicylates and colchicum. The possibility of these drugs being more 
effective when given locally appeared to me to be worthy of investigation. 
The reports of successful results from the local application of adrenaline 
and related compounds suggested that this form of treatment was of value. 
Whether this relief is due to some alteration in the circulation, an effect on 
the abnormal cellular pattern, or some other cause, is still a subject for 
further study. The facility in the use of these applications, and the absence 
of any untoward effects, will no doubt stimulate the search for more effective 
drugs used in this manner. 

Colchicine, with its known value in gout, its empirical use in other forms 
of rheumatism, and also of note for its inhibitory effect on some forms of 
abnormal cellular growth, appeared to be of interest from this point of view. 
In the form of a local application colchicine has been used with success in 
the treatment of vulval warts (Med. Annu., 1947, p. 414). I therefore wondered 
whether its use locally would have a beneficial effect on the periarticular 
thickening in rheumatoid arthritis. 


CASE HISTORY 


The case selected for treatment was one of long-standing rheumatoid 
arthritis in a female aged sixty-five. Most joints were diseased, but the 
condition of the knees was the main cause of her disability. The pain, the 
swelling, and the contracture of these joints resulted in a state which could 
be described as ‘almost bedridden’. Treatment in the past had consisted of 
all the usual therapies, including some injections of bismuth. The latter 
treatment gave her some relief, but as regards mobility of the knee joints 
the state could be described as static. 

A colchicine ointment was prescribed. The formula was 1/240 grain 
(0.27 mg.)to 120 minims (7 ml.) of a base consisting of 20 parts of emulsify- 
ing wax, 10 parts of wool fat, 0.05 parts of chlorocresol, to 100 parts of 
water. This is a base described some time ago in the Lancet (1950, ii, 396) as 
a useful inunction base. About 120 minims (7 ml.) of this ointment were 
thoroughly massaged into each knee joint three times a day. The condition 
of these joints when examined about two weeks later showed a noticeable 
decrease in the pain, swelling and periarticular thickening. There was an 
appreciable increase in mobility. This improvement was maintained and 
increased during a continuation of the treatment for about two months, and 
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walking was now possible with some support, although a degree of contrac- 
ture persisted. It was considered that massage alone was not responsible for 
this improvement, as massage with a large variety of ointments had been 
applied with little success in the past. 

During the treatment there was no evidence of any of the known toxic 
effects of colchicine, and the general condition was much improved. 


CONCLUSIONS 


Apart from a reference to the use of colchicine as a local application in 
warts, already mentioned, there appears to be no mention in standard text- 
books of pharmacology and therapeutics of its use as an ointment in the 
treatment of rheumatism. It is for this reason, and with the knowledge that 
colchicine is a substance of remarkable properties influencing the cell 
nucleus itself, that this note has been written. 


THE ACUTE ABDOMEN 
By ERNEST WANT, M.B., Cu.B. 


One of the most difficult tasks a general practitioner has to perform is to 
diagnose an acute abdomen correctly. Recently, Sir Heneage Ogilvie wrote: 
‘Acute abdominal emergencies are the touchstones by which our work as 
doctors is judged; when we meet them we must be prepared to sacrifice our 
labour, even our reputations, but we should remember that the one sacrifice 
for which there is no atonement is the sacrifice of time’. These words 
succinctly reiterate the importance of having some methodical way of ap- 
proaching an abdominal disaster. Without such approach the practitioner 
has either to spend endless time with the distressed patient or, alternatively, 
make a quick spot diagnosis—which is often found to be incorrect later on. 


A HELPFUL METHOD OF DIFFERENTIATION 


The possibility of a guide to a methodical approach was considered, and 
the old-time dodge of a mnemonic to cover a lengthy and difficult subject 
came to mind. The word ‘dicoptes’ was found to cover most of the im- 
portant items that should be considered when faced with an acute abdomen. 
This scheme in no way replaces the many intelligent approaches that doctors 
must have found for themselves; but I suggest that the method to be 
described will be found easy to remember and a helpful guide for the in- 
expert. It must be remembered that no such dodge would ever absolve one 
from remembering the salient principles of surgical approach: inspection 
(thorough and in good light), careful palpation, and willingness to sacrifice 
one’s time. 

The first letter ‘D’ of the mnemonic (dicoptes) should recall diabetes (if 
nothing else, this should be a reminder to test the urine in every ‘acute 
abdomen’), and dilatation (acute) of the stomach. 
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Under the letter ‘I’ are included all the inflammatory processes that may 
beset the abdomen. A useful method of approach to this large subject is to 
place the hand in the left iliac fossa and gradually move it anti-clockwise 
around the abdomen, and think of the structures traversed that might be 
involved—an anatomical exercise. In the left iliac fossa itself, there are 
diverticulitis, colitis and salpingitis and the possibility of a left-sided ap- 
pendicitis. Gradually moving upwards and to the centre of the abdomen, 
acute gastritis, acute pancreatitis and regional ileitis come to mind. In the 
right hypochondrium there is the possibility of acute cholecystitis. In the 
right iliac fossa appendicitis, or appendix abscess. 

The letter ‘C’ stands for the colics—abdominal colic (especially in 
children), biliary colic, renal colic and lead colic. 

The letter ‘O’ covers obstructions, i.e. obstructions both of the bowel and 
the urinary passage. The latter thought should exclude acute retention of 
urine. The former being a large subject, it should be approached as taught 
in textbooks: obstruction of the bowel from without, e.g. hernias, adhesions 
and bands; obstruction in the bowel wall itself, e.g. carcinoma, intussuscep- 
tion, and volvulus; obstruction from within the lumen by impacted faces. 

The letter ‘P’ suggests the important diagnoses ot perforations, both of 
the bowel and solid viscera (spleen, liver, kidney and uterus). Perforations 
and peritonitis could be considered simultaneously (peritonitis from tubercu- 
lous and pneumonic causes not to be forgotten). ‘The letter ‘P’ should also 
suggest pregnancy (how often this is missed!), and include a few medical 
entities that can confuse a surgical diagnosis, e.g. pyelitis and pleuro- 
pneumonic conditions. 

The letter “T’ comprises torsion (ovarian cysts and fibroids). The pos- 
sibility of typhoid is well worth remembering. 

The letter ‘E’ includes the important diagnosis of ectopic gestation. Here 
it is important to inquire into the menstrual history and thus not miss an 
abortion and uterine bleeding therefrom. 

The letter ‘S’ is a reminder of syphilis, e.g. tabetic crises (examination of 
the pupil might save a lot of embarrassment later on) and serous fluids in 
the abdomen, i.e. ascites (resulting from either peritoneal irritation or from 
cardiac or nephritic causes). 

The word ‘dicoptes’ obviously does not cover all the sins: mesenteric 
thrombosis, Addison’s disease, the pain of herpes zoster, the pain of acute 
fibrositis of abdominal muscles, and pain radiating from spinal disease 
to mention only a few. These items, however, do not endanger life im- 
mediately, and if they are missed temporarily, a catastrophe may not occur. 


CONCLUSION 
Before leaving the patient, whatever else be forgotten, the following three 
should never be omitted: (a) a rectal examination; (b) the possibility of an 
enema; and (c) the thought of a consultant opinion. 











CURRENT THERAPEUTICS 
XLII.—THE TREATMENT OF ASTHMA 


By KENNETH W. DONALD, D.S.C., M.D., M.R.C.P. 
Reader in Medicine, University of Birmingham; Assistant Physician, 
Queen Elizabeth Hospital, Birmingham. 


Despite the great advance made in medicine in the last few decades, the 
causes and mechanisms of asthma are still but little understood. The disease 
remains a great challenge to all workers in this field. The natural history of 
asthma is so variable and unpredictable that it is most difficult to assess the 
value of the many forms of therapy employed. However, the treatment of the 
acute attack is clear-cut and, in most cases, efficacious. The major problem is 
the treatment of the asthmatic state, with varying but chronic bronchial 
spasm and obstruction, which may lead to semi-invalidism and, finally, to 
severe and crippling emphysema, often further complicated by right heart 
insufficiency. 

The feeling of complete impotence which many doctors experience when 
treating the more refractory cases must never be transmitted to the patient. 
Most articles or discussions on the treatment of asthma contain an almost 
ritual emphasis on the understanding of all environmental, sociological, 
psychological, allergic and physiological features of each case. Whilst not 
suggesting that a full study of any case is not advantageous, it is unnecessary 
to cloak our essential ignorance in such high-sounding phrases, which are of 
little use to the busy practitioner. 

Before discussing what treatment is available for this disease it is worth 
while considering, briefly, the various types of asthmatic patients that con- 
front the clinician. The first and larger group are children or young adults, 
with no emphysema or chronic pulmonary infection, who suffer from acute 
asthmatic attacks, but have little or no broncho-spasm or respiratory dis- 
ability between these attacks. Most of these patients have a personal and 
family history of allergic diseases. The treatment of their acute attacks is 
not a great problem, and many of these patients live a long and useful life. 
A certain number deteriorate and become chronically disabled, particularly if 
chronic bronchitis, or lung damage due to recurrent infection, supervenes. 

The second large group are those who suffer from chronic bronchitis, 
often with an associated bronchiectasis, who later develop an almost per- 
manent, although very variable, state of bronchial spasm and obstruction. 
Although these patients may develop acute obstructive episodes, especially 
with increased infection, they may continue for many years without a 
classical acute asthmatic attack. These are the most difficult types of case to 
treat and they are usually seen in the fourth decade onwards. Nevertheless, 
this clinical picture may present in quite young patients who have had con- 
June 1951. Vol. 166 (598) 
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tinual attacks of bronchitis, often with bronchiectasis, since an early age. 
Occasionally a quite healthy adult will rapidly deteriorate into this condition 
after a single but severe attack of bronchitis, which never completely clears 
up. 

TREATMENT OF THE ACUTE ASTHMATIC ATTACK 
Subcutaneous adrenaline hydrochloride is the most effective drug in the 
treatment of the acute attack. However, not only is it the most efficacious 
treatment; it is also the most abused. First, quite unnecessarily large doses 
are often given. It has been well established that in acute asthma, 3 to 5 
minims (0.18 to 0.3 ml.) of a 1:1000 solution will usually bring adequate 
relief. There may be some delay in response and at least half an hour should 
elapse before repeating the injection. If, however, the patient has already 
been in severe bronchospasm for a number of hours, several injections at 
half-hourly intervals may be necessary. Increased doses may be needed if 
the patient has quite recently had a large number of injections of adrenaline. 
Some clinicians speak well of a combination of pituitary extract (B.P.) and 
adrenaline in difficult cases. There is little need to mention that adrenaline 
should be given slowly and care taken to avoid intravenous injection. ‘The 
solution should be kept sealed and away from the light. It should not be 
more than two months old. Counter-irritation of the chest with mustard 
leaves and placing the feet in hot water are often recommended as adjuvant 
therapeutic measures. In my experience such procedures flavour of panic 
and will further alarm some patients. 

In the vast majority of cases these measures will satisfactorily control the 
attack. It is not necessary or reasonable to attempt to obtain complete and 
immediate freedom from bronchospasm. In adult patients a decision must be 
made as to whether they should be allowed to administer adrenaline to 
themselves. In favour of this is the fact that the administration of a small 
dose in the early stages often aborts the attack, whereas, if the drug is not 
given until many hours after its onset, larger doses may be necessary and 
there appears to be a greater tendency to relapse. It is also true that such a 
patient may gain considerable confidence and feel that he has under his con- 
trol the means of living a relatively normal existence. Against this procedure 
it can be said that some patients are inclined to live ‘near a syringe’ and 
neglect to take other reasonable precautions to avoid precipitating attacks. It 
is also true that patients not uncommonly use adrenaline for very minor 
degrees of bronchospasm, slowly increase the dosage, and even inject them- 
selves prophylactically before some special event. Such patients will almost 
certainly become adrenaline-resistant and over-preoccupied with the disease. 
These two views can be reasonably reconciled by only allowing self- 
administration to intelligent patients, with relatively infrequent but severe 
attacks and intervening periods of almost complete freedom. It should be 
reserved for patients who have been observed over a reasonable period, and 
care should be taken to explain to them that adrenaline is easily abused, 
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does not cure the disease, and only helps to control the acute attack. It can 
be hinted that with the drug so immediately available it should be needed 
less and less as time goes by. Adrenaline for injection should not be supplied 
to any patients with a definite and variable background of bronchospasm, 
particularly if it is associated with chronic bronchitis. They will almost 
certainly become adrenaline-fast, with no improvement in their condition. 

A patient who cannot be relieved by three or four half-hourly injections 
of adrenaline may be said to be in status asthmaticus. The treatment of this 
condition will be discussed later. 


TREATMENT OF THE ASTHMATIC STATE 


In the younger patients, particularly children, care should be taken to avoid 
immediately labelling them as asthmatics. Considerable optimism, even if 
only apparent, is always justified and is an important part of efficient therapy. 
It should be inferred that these ‘attacks of wheezing’, although a great 
nuisance, are a minor disability which will pass off with time 

As is well known to all those with experience of the disease, the psycho- 
logical factor is of tremendous importance. Family conflicts, jealousies, 
school examinations and many other forms of psychological stress can often 
be shown to be related to the occurrence of the attacks. Undue competition 
between the children in a family for affection and attention is not uncommon. 
An over-anxious parent, not always the mother, may be the main offender. 
It is true that practically any child, or young person, will have similar 
difficulties and conflicts in his or her life and yet not respond with attacks of 
asthma. Nevertheless, psychological stress, although almost certainly not the 
fundamental cause, is a potent precipitating factor. A genuine attempt 
should be made to correct any disturbing influence, but care must be taken 
that the patient does not become too dependent or overprotected. Such 
advice is easier to give than to carry out. The condition should not be 
allowed to become a major preoccupation of either the patient or of the 
parents. It is most undesirable to send a child away from his family; this is 
a confession that the child is highly abnormal, and will lead to many com- 
plications later. Even a life in a most imperfect family is preferable to an 
‘orphan existence’, no matter how comfortable. If the doctor thinks there 
are remediable features in the family situation he should try and deal with 
them by tactful but plain-spoken advice. This is usually accepted, and acted 
upon, as a child’s health is a potent lever. In the second decade, it is not 
unusual to see an asthmatic child trying, in vain, to satisfy the unfulfilled 
ambitions of the parents, and, without discouraging a reasonable effort to 
get on in the world, a word in the right place may help. Patients can be 
advised to avoid, if possible, extremely competitive and demanding jobs or 
professions. In adult patients a frank discussion of their difficulties and en- 
couragement to resolve grumbling, family and personal situations can be of 
real help. 
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Allergic factors.—As already stated, in most of the asthmatics in early 
and young adult life there is a personal or family history of allergy. There 
may be a history of infantile eczema, urticaria, prurigo or hay fever. In all 
cases inquiries should be made in an attempt to identify any inhaled or in- 
gested allergens that are precipitating the attacks. In a number of fortunate 
cases the history alone, or alert observation, may identify the offending 
substance. Reasonably effective steps can be taken to avoid some of these 
allergens (such as feathers, horse danders, chocolate, pork). However, it 
cannot be too strongly emphasized that excessive fatigue, over-excitement, 
late meals and many other factors can considerably lower the threshold to 
the allergens that precipitate the attack. Besides, a ‘pure’ allergy, to one 
substance only, is unusual. The scrupulous suppression and avoidance of 
household dust is also a sensible and sound non-specific measure. The 
asthmatic subject’s room should contain a minimum of furniture, preferably 
of wood. The conversion of an over-curtained, over-furnished claustrophobic 
bedroom to a simpler and cleaner place is an obvious improvement for 
psychological reasons, apart from allergic considerations. 

Tests.—More detailed investigation may be carried out to identify the 
allergens. The patient can be placed on a basic diet and, after a significant 
period of freedom from attacks, various foods (eggs, wheat, potatoes) can be 
introduced. This test can be over-interpreted and a child may be denied 
some itern of diet that coincided with some dramatic event in the ward or an 
excessively stimulating visitor. Intradermal and scratch tests may be used; 
the details of these are in many textbooks, or will be provided by the manu- 
facturers of the extracts. Controls must be used and a definite wheal, with 
extensions, must be obtained within a quarter of an hour, Although such a 
series of tests may give the medical attendant a glow of industry and scientific 
endeavour, and impress both the patient and the relatives, it is most unusual 
for a precise and fruitful answer to be obtained. Strong reactions may occur 
with substances that do not cause asthma in the particular patient, and 
multiple sensitivities are frequent. A further series of tests, shortly after- 
wards, may give a different set of positive reactions. 

Specific desensitization, either by inhalation or injection, is a long and 
tedious affair, consuming both time and money. There are attendant dangers 
(accidental intravenous injection, shock), and if this method is being tried, 
it should at least be under the supervision of an experienced person. Leading 
authorities on the subject of allergy now state that, even if the specific 
offending allergen has been found, a series of courses of desensitization, 
carried out over several years, will never completely desensitize the patient. 
Even the reduction of sensitivity will not last for long periods. These facts 
make it apparent why an improvement in the psychological environment 
may be so much more effective and long-lasting, even though such factors 
are not so directly causal as allergens. Non-specific desensitization is even 
less justifiable, and equally good results can be obtained with distilled water. 
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This latter substance is also less likely to evoke unknown and possibly un- 
desirable changes in already perverted immunity mechanisms. 

The asthmatic diathesis is often associated with allergic congestion and 
cedema of the nasal mucosa, and this is an excellent background for in- 
fection, particularly as it will cause interference with the efficient drainage 
of the nose and sinuses. Radical procedures should, if possible, be most 
carefully avoided. Such empirical procedures as the cauterizing of hypo- 
thetical ‘asthmagenic areas’ are undesirable, and usually add to the inevit- 
able respiratory neurosis from which these patients suffer. Antihistamine 
drugs may help some of these patients considerably, particularly if their nasal 
congestion is seasonal. 

Changes of climate may occasionally cause dramatic improvement for a 
time but, in most cases, the explanation lies in the psychological and not in 
the climatic factors. It is unjustifiable to suggest that the whole family up- 
roots itself and moves elsewhere, particularly in these difficult days. The 
most successful move of this type I have seen was from the basement to the 
first floor of the same house, and it is not difficult to imagine why. 

Breathing exercises remain a convenient placebo, but these are often 
recommended for want of anything better, and to give the clinician a tem- 
porary respite before the patient appears before him again, with no change 
apart from that due to suggestion and the natural course of the disease. It is 
my opinion that breathing exercises are of no value, apart from the indirect 
psychotherapy involved, and that they in no way reduce bronchospasm or 
improve emphysema. In the first group of patients, with relative freedom 
from bronchospasm between attacks, such exercises seem only to perpeiuate 
the over-awareness of breathing, which is one of the inherent detects of the 


asthmatic subject. 


DRUGS USED IN THE ASTHMATIC STATE 


Many drugs are used in an attempt to reduce the bronchospasm in this 
disease. Their very multiplicity is evidence of their limitations. If the patient 
is over-excitable, or apprehensive concerning the disease, moderate doses of 
sedatives should be given. Phenobarbitone or any well-tried non-cumulative 
drug may be used. Ephedrine sulphate (or hydrochloride) may help in some 
cases, although its bronchodilating action is relatively mild; it has, however, 
the great advantage of being taken by mouth, and its action is prolonged 
over several hours. Its great disadvantage is the frequent side-effects (pal- 
pitations, headaches, jitteriness, insomnia, and, occasionally, dysuria in the 
male). This drug should not be given after about three o’clock in the after- 
noon, and thus cannot help control nocturnal bronchospasm except at the 
expense of insomnia. Care should be taken to ensure that the patient can 
tolerate the drug. In some instances it may cause a mild anxiety state, and 
its stimulating effects often more than negate the value of its bronchodilating 
properties. It can be combined with small doses of various sedatives, but the 
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situation in which a patient is being treated for the effects of another drug, 
and not for the disease, is usually best avoided. 

The use of tinctures of belladonna, stramonium and lobelia has been most 
disappointing, and, even when they give some relief, they tend to reduce the 
normal bronchial secretions, cause a dry cough, and upset digestion. The 
traditional expectorants, such as iodides and ammonium chloride, are often 
prescribed with these tinctures and their use is more a matter of blind faith 
than anything else. The antihistamine compounds have also been very dis- 
appointing in the disease, despite laboratory findings and optimistic reports 
based on somewhat random measurements of their effects on the vital 
capacity. However, they should be tried in cases with a strong allergic 
history, particularly when seasonal, without a marked infective component. 
Their sedative action is advantageous, but it is quite unjustifiable to give 
them for this purpose alone. The side-effects, particularly disorientation and 
ataxia (which the patients describe as dizziness on changing posture), are 
not without danger and, unless these drugs are of definite value in con- 
trolling bronchospasm, they should be discontinued. In those patients in 
whom these drugs appear to be effective, and who have considerable noc- 
turnal bronchospasm, larger doses can be given on retiring, as the side- 
effects do not interfere with sleep. A number of preparations, with lesser 
side-effects, are coming on to the market (i.e. ‘diatrin hydrochloride’). 
Although these drugs rarely help in the treatment of asthma, they are of great 
value in many of the associated allergic conditions (urticaria, allergic vaso- 
motor rhinitis). 

It should again be emphasized that these various drugs only help, often 
poorly, to make the bronchospasm tolerable and, perhaps, ward off some 
acute attacks. They in no way cure the disease and such treatment does not 
reduce the need for watching the patient’s general regime and trying to 
assure that he is reasonably protected from overstrain and unnecessary 
fatigue or worry. 

If the patient has definite but minor attacks of asthma, the inhalation of 
therapeutic aerosols, containing adrenaline or various sympathomimetic 
amines, may be helpful. An efficient nebulizer, produced by a reputable firm, 
should be used, and it should contain a baffle which removes the larger 
particles which merely settle on the mouth and throat. For good therapeutic 
action the particles should approximate to about 1, in size. The cheaper 
forms of atomizer are, in the end, a waste of money as they use far larger 
quantities of solution which never reach the lungs. The type of nebulizer 
dispensed under the National Health Scheme appears, at present, to be 
entirely fortuitous and it is therefore the responsibility of the practitioner to 
see that an efficient model is obtained. 

Adrenaline hydrochloride (1:100) can be used but there is an increasing 
number of efficient analogues available for this purpose. Their great ad- 
vantage is that if the patient becomes resistant to one synthetic amine, he 
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usually still responds to adrenaline or some other analogue. ‘Neo-epinine’ 
(isoprenaline), 1:100 solution, is very effective and has no marked central 
or vascular actions. It can also be given sublingually and 20 to 30 mg. is 
effective within about five to ten minutes. “Vaponefrin’, a racemic mixture 
of both levo- and dextro-rotatory adrenaline, enjoys a well-deserved 
popularity in the United States. There is a number of proprietary mixtures 
for this purpose, to which patients attach great faith. They contain adrena- 
line, various analogues, pituitrin, atropine derivatives and other substances. 
Apart from psychological considerations, none of these has any specific or 
unique effect, and a trained dispenser can make up quite satisfactory aerosol 
mixtures at a much smaller cost. The inhaling of fumes from a burning 
mixture of stramonium, nitre and tobacco, or the use of stramonium 
cigarettes, can give some relief but is irritating to the bronchial mucosa. 
Inhalations containing cocaine or its derivatives, especially in oil, should 
not be used; nor are atropine derivatives suitable for this purpose. 

Aerosol antispasmodic therapy should be employed only when the patient 
is in a definite attack of asthma. Excessive use must be prohibited. Habitual 
use of aerosols is not curative, and may cause resistance to the drug. The 
preparations are always far stronger than those used for injection and this 
danger must be emphasized to all concerned. The patient should inspire 
deeply six to eight times and hold his breath for several seconds after each 
inspiration. The mouth should be washed out after each treatment. Swallow- 
ing of the saliva should be avoided, as this may cause symptoms of over- 
dosage and abdominal cramps. 

Aminophylline, although a potent drug, is effective only if given intra- 
venously or rectally and, for this reason, is best reserved for the more 
severely ill patients under close medical supervision. 


ASTHMA WITH CHRONIC RESPIRATORY DISEASE 
(COMPLICATED ASTHMA) 


In the second group of patients allergy appears to be a far less important 
factor, and many have suffered from chronic bronchitis or other pulmonary 
suppuration for many years. It has been suggested that the bronchitis in 
many of these patients is of allergic origin. Be that as it may, they have a 
long history of cough with sputum and recently increasing dyspnoea due to 
bronchospasm and, usually, developing emphysema. Sensitivity to the 
bacterial infection is also invoked, but this has never been proved, nor has 
this concept contributed to any efficient therapy. Vaccine treatment is 
almost uniformly disappointing. Psychological considerations are relatively 
unimportant in this group, except in the minority with a long history of 
asthma. In my experience many of these patients with permanent broncho- 
spasm, chronic bronchitis and crippling emphysema are among the most 
cheerful, philosophical and courageous patients to be encountered in the 
practice of medicine. A number continue at work with an almost pre- 
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posterous degree of respiratory disability. In these cases their bronchospasm 
is a real organic handicap which they resist to the end. 

These patients are much more affected by physical factors, such as sudden 
changes in temperature, smoke and fog. They are considerably benefited by 
leaving foggy industrial areas; most, however, ignore any such suggestion, 
as their roots are too deep. I have discovered that to attempt to persuade a 
bronchospastic, emphysematous Cockney to leave ‘smoke’ is a waste of time. 
Many of these patients are ‘over-dressed’ in quantitative terms. It should be 
explained to them that to wear three vests and a pullover indoors leads to 
sweating and fatigue and increases the risk of upper respiratory infections. 
They should wear enough to be just comfortable in the house and dress 
appropriately when going out. Surprisingly, both young and old patients 
accept this advice eagerly and act upon it. 

A course of antibiotics by aerosol inhalations is often useful in these cases. 
Inhalation of a bronchodilating solution before the administration of the 
antibiotic is a sound measure. Admission to hospital for a week or so, 
with an equable temperature and atmosphere, and antibiotic treatment, will 
often sustain the patient for several months afterwards, and is a rewarding 
procedure. Nevertheless, no miraculous cures must be expected. The con- 
stant use of a hand bulb for antibiotic inhalation is unsatisfactory and, if 
possible, a cylinder of oxygen or air should be used to atomize the solution. 
If necessary, a week in bed, with short periods up, and similar treatment, 
can be arranged at home. Bronchiectasis, which may be the prime cause of 
the recurrent bronchial infection, cannot be dealt with surgically as these 
patients almost always have a considerable degree of pulmonary emphysema. 
Postural drainage should be employed and the patient can be instructed how 
to carry this out by himself. 

Drugs.—The use of drugs in the control of the bronchospasm is, on the 
whole, most disappointing and measures to control the infection and im- 
prove the general health are usually more successful. Sedatives can, however, 
be given in moderate doses, especially at night, when bronchospasm and an 
irritating cough may interfere with sleep. If the bronchitis is not too pro- 
ductive a large dose of linctus can be taken before retiring and repeated later 
if necessary. Antthistamine drugs are rarely of any use in this type ot case. 
Ephedrine may help some patients considerably but intolerance is trequent. 
I have found that the intermittent use of this drug is often more successful 
than prolonged and small doses. There are many proprietary medicines 
containing various combinations of sedatives, caffeine, ephedrine, amino- 
phylline, atropine derivatives, antispasmodic tinctures, expectorants and 
aromatic substances. The merit of each preparation can be judged only by 
its efficacy in each particular patient. 

Finally, although it is hard to suggest that a chronic bronchitic completely, 
gives up smoking, it is justifiable if there is considerable bronchospasm. It 
will be recalled that these patients appear sensitive to physical factors and 
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the inhalation, particularly of cigarette smoke, often precipitates both 
coughing and bronchospasm. 


TREATMENT OF THE SEVERELY ILL ASTHMATIC PATIENT 


Status asthmaticus.—The young patient in status asthmaticus is rarely in 
any severe danger and heroic measures are not necessary. A calm and 
confident atmosphere and removal of the naturally disturbed parents will 
work wonders. 

The strapping of a syringe of 1:1000 adrenaline to the forearm and the 
subcutaneous injection of 1 minim (0.06 ml.) per minute until relief is 
obtained is usually an effective procedure. Dosages of up to 100 minims 
(6 ml.) are required in severe cases, particularly if they are partially resistant 
to the drug. When the acute attack is controlled it is advisable to give about 
2 minims (0.12 ml.) every quarter of an hour, for another hour, and then 
further increase the period between each injection. This ‘tailing off’ is most 
necessary as these patients are very prone to relapse. Adrenaline in oil (2 
mg. in 1 ml.) can be given intramuscularly at this stage, but its action is most 
unreliable, and continued subcutaneous injection is, on the whole, to be 
preferred. 

A few patients will not respond to this treatment and are obviously 
‘adrenaline-fast’. It is dangerous to persist with the drug, as many will 
already be showing marked side-effects, such as palpitations, tachycardia, 
headache and flushing. Othe:s will pass into a state of shock and the further 
administration of adrenaline is most hazardous. It is at this stage that amino- 
phylline or theophylline is most valuable: 0.24 to 0.48 g., in 20 ml. of water, 
should be injected intravenously. The injection should be slow—not 
faster than 2 ml. per minute. Unpleasant reactions should be watched for 
during the injection (nausea, vomiting, palpitations, sweating, syncope). 
The injection can safely be repeated in an hour’s time. A number of workers 
consider that aminophylline reverses adrenaline resistance, but it is probable 
that the abstinence from the drug, while aminophylline is being used, allows 
the patient to become sensitive to it again. Aminophylline is also very 
effective rectally, and 0.45 g. in 15 ml. of water can be administered two or 
three times a day after the intravenous administration is stopped. 

Sedation is always indicated in status asthmaticus and sodium pheno- 
barbitone, 14 to 3 grains (0.1 to 0.2 g.) subcutaneously is useful. Occasion- 
ally this drug may caus« excitement. The old-fashioned mixture of chloral 
hydrate and sodium bromide is also very effective. Morphine should be 
strictly avoided; its administration is the final therapeutic capitulation. The 
first dose may be well tolerated and cause apparent improvement; it is 
therefore repeated and may prove fatal. This drug depresses the cough 
reflex and respiratory centre and allows a degree of anoxia, that will 
ultimately kill the patient, to be tolerated without marked distress. The 
administration of atropine with morphine further increases the danger, as 
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the drying up of the bronchial tree, and the mucus plugs, with reduction of 
ventilation effort, will favour pulmonary collapse and further anoxia. The 
practice of inducing light anesthesia with avertin or thiopentone sodium 
should also be deplored. In severe and agitated cases ether (60 to go ml. in 
oil), or paraldehyde (20 to 30 ml. in oil), given rectally, will cause consider- 
able improvement. 

It should also be pointed out that many of these patients are not only 
anoxic but are often dehydrated. Vomiting, excessive sweating and limited 
intake all contribute to this. Such patients should be on a fluid balance chart, 
and, in absence of this, a urinary output of 1,500 ml. per day should be 
ensured. Fluids should be given liberally by mouth, but it may be necessary 
to set up an intravenous drip: 1 litre of 5 per cent. glucose in saline should 
be given slowly and, if necessary, this can be followed by 5 per cent. glucose 
solution alone. The drip is also most useful in these cases for the slow intro- 
duction of aminophylline, adrenaline and sedatives. Intravenous saline 
therapy must be carried out most cautiously if the patient has chronic 
emphysema and any suggestion of right-sided embarrassment or failure, 
with polycythemia and hypervolemia. 

It has recently been claimed that the intravenous injection of antihistamine 
drugs (‘benadryl chloride’ and ‘pyribenzamine hydrochloride’) will give con- 
siderable relief in status asthmaticus and rapidly render the patient re- 
sponsive to adrenaline. The dosage is 30 to 50 mg. in 5 ml. solution, which is 
given at the rate of 1 ml. per minute. It can also be injected into the tubing 
of the intravenous drip. The dose described may be administered every four 
to eight hours for several days. The sedative action is much more pro- 
nounced by this route. I have no personal experience of this procedure. 

In younger patients without any background of cardio-respiratory disease, 
the temporary anoxia is not dangerous, but if cyanosis is marked and pro- 
longed, then oxygen, if available, should be given. Many patients resent the 
added irritation and burden of a catheter or mask and the anoxia and ex- 
haustion may make them irrational and irritable. Further sedation is usually 
undesirable, but it is remarkable how many of these patients will tolerate a 
large oxygen tent which is completely transparent and covers the whole bed. 
The size of the canopy and the ability to see freely in all directions prevent 
any claustrophobic sensations. 

Status asthmaticus or severe bronchospasm with respiratory or cardio- 
respiratory insufficiency.—These are mortally ill patients and, unless treat- 
ment is prompt, many will succumb in a few hours. This group includes the 
chronic asthmatic, with emphysema, and cor pulmonale precipitated by a 
prolonged asthmatic attack, with or without infection. Many emphysematous 
patients with an acute respiratory infection will pass into a state indis- 
tinguishable from status asthmaticus. In all these cases oxygen is mandatory 
and they should be put into a tent as soon as is humanly possible, otherwise 
they may die of acute anoxia. Headache, even slight, is a most sinister 
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symptom in such patients. In all these cases large doses of antibiotics should 
be given at once by the intramuscular route. Penicillin and streptomycin 
should be used without the delay of examining the organisms in the sputum. 

If there are signs of right-sided heart failure, with engorged neck veins 
and edema, and polycythemia and hypervolamia, then a brisk venesection 
of at least 1 pint (0.5 litre) will give most dramatic relief. The oxygen is also 
greatly supporting to the myocardium. I believe in the administration of 
digitalis in moderate doses. Massive digitalization, as employed in the failing, 
rapidly fibrillating heart, is most dangerous. If the patient survives the first 
critical period then the mercurial diuretics may be employed in the usual 
manner. 

These measures, if promptly applied, will save many lives, and it is only 
recently that the rapid reversibility of this apparently moribund condition 
has been fully appreciated. Most of these patients, who have suffered from 
emphysema for many years, are inclined to underventilate in oxygen and 
many thus retain large amounts of carbon dioxide, which can cause twitching 
and unconsciousness. The tent should therefore be opened for half an hour 
about every four hours. Adrenaline is uncertain and not without danger in 
the acute phase of the illness, and aminophylline intravenously is safer and 
more efficient. 


OPERATIVE PROCEDURES 


A large number of operative procedures have been tried in intractable 


asthma. Removal of the sympathetic stellate and second, third and fourth 
thoracic ganglia is carried out if preliminary block gives relief. Resection of 
the posterior pulmonary plexus is another procedure that has been recom- 
mended. Considering the strong element of hope and suggestion involved in 
such operations, the long-term results have been disappointing. Although my 
experience is limited, I would most emphatically not recommend any such 
operation. 


CORTISONE AND ACTH 


It would indeed be surprising if these drugs had not temporarily cured a 
number of cases of asthma. Early reports in uncomplicated asthma are most 
favourable, but it is not yet known how long the cure will last, whether the 
course must be repeated many times, or whether these drugs will continue 
to control the disease over long periods. The patients with associated respira- 
tory infection have, on the whole, responded poorly. At present, if the drugs 
can be obtained, they should be given when a patient appears to be dying in 
status asthmaticus. For the rest, much work has to be done when a sufficiency 
of these drugs is available for proper clinical trials in this disease. Mean- 
while, it would be unfair and impolitic to raise too many hopes in the hearts 
of those unfortunates who are martyrs to this mysterious disease. 





REVISION CORNER 
THE USE OF QUINIDINE 


Qurnipine has been used for over thirty years in the treatment of almost every 
form of cardiac arrhythmia, and some schemes of dosage still vary from the in- 
effective to the toxic. It nevertheless maintains its position as an extremely 
valuable drug. 

Quinidine is absorbed from the stomach and small intestine and is detectable 
in the blood within fifteen minutes of oral administration. It is therefore rarely 
necessary to give it by the more dangerous intravenous, or painful intramuscular, 
routes. After a single oral dose plasma concentrations reach their maximum in one 
to three hours, begin to fall after a further three hours, and at the end of twenty- 
four hours are negligible. The cardiac effects match the plasma quinidine con- 
centrations. The actions on the myocardium are to increase the refractory period, 
decrease the excitability and decrease the rate of impulse formation. Peripherally, 
vascular resistance is reduced and the blood pressure falls. 


INDICATIONS 

Quinidine is used in the prevention and treatment of paroxysmal auricular and 
ventricular tachycardia, auricular fibrillation and flutter, and ventricular extra- 
systoles. If the site of origin of a paroxysm of tachycardia is unknown it is wiser to 
use quinidine rather than a digitalis derivative, as digitalis itself may cause 
ventricular tachycardia. Even with a knowledge of the site of origin, quinidine is 
probably superior to digitalis in both ventricular and supraventricular tachycardia. 
In auricular fibrillation, quinidine reduces the rate and increases the regularity of 
the fibrillation waves so that occasionally there is a 1:1 ventricular response with a 
rapid ventricular rate. This can be overcome by previous digitalization, and is 
always a wise precaution. In auricular flutter, digoxin is usually preferred and 
quinidine used only in addition if digoxin alone has failed to restore normal 
rhythm. Extrasystoles can usually be prevented by regular doses of quinidine, and 
probably should be if they are causing distress to the patient or are a prelude to a 
more serious rhythm disorder in patients with established heart disease, such as 
mitral stenosis, ischwmic heart disease and thyrotoxic heart disease. 


DOSAGE 

The salt of quinidine generally used is quinidine sulphate and in therapy the dose 
is § grains (0.32 g.) two-hourly up to a maximum of 40 grains (2.6 g.) per day. 
In chronic auricular fibrillation higher doses are often given but should be spaced 
to four-hourly intervals, and each individual dose increased by 5 grains (0.32 g.) 
every twenty-four hours. When normal rhythm has returned it is advisable to give 
regular doses of 3 grains (0.2 g.), three or four times a day for several weeks, in 
order to prevent a recurrence of arrhythmia. Similar doses are used in the ordinary 
prophylaxis of arrhythmias and may be continued for years, but it is clearly un- 
wise to give regular quinidine to someone who has only an occasional transient 
disturbance. 


TOXIC REACTIONS AND SIDE-EFFECTS 
The toxicity of quinidine is often over-emphasized but it is accepted that an 








610 THE PRACTITIONER 


initial trial dose of 3 grains (0.2 g.) should be given a few hours before a full course 
is begun. Toxic reactions include nausea, diarrhea, abdominal discomfort, ringing 
in the ears and dizziness. Syncope and convulsions have been reported following 
quinidine, but definite evidence that they are due to the drug is lacking. If toxic 
phenomena are mild it does not necessarily mean that further administration of 
quinidine will increase their severity, and if the indications for quinidine therapy 
are strong enough it should be continued. Rare reactions developing during a 
course of quinidine, and, presumably allergic, are skin rashes, fever and thrombo- 
cytopenic purpura. 

Various arrhythmias and altered electrocardiographic patterns are attributed to 
quinidine, the most frequent of which are prolongation of the QRS complex, 
auricular standstill, and a rise in the ventricular rate. The old belief that quinidine 
increases the likelihood of systemic embolization in long-standing auricular 
fibrillation probably has a grain of truth in it. There is, of course, danger 
from systemic emboli in anyone with chronic auricular fibrillation, and this danger 
is so great in auricular fibrillation due to mitral disease that quinidine should be 
used rather to delay the onset of fibrillation for as long as possible than to treat 
the established state. If chronic heart failure of other etiology is complicated by a 
paroxysmal rhythm, digitalis is preferable to quinidine. Following acute myo- 
cardial infarction it is generally believed that the advantage of prophylactic 
quinidine to avoid rhythm disturbances far outweighs any theoretical disadvantages. 


CONCLUSION 
If it is decided to use quinidine in an urgent situation such as ventricular tachy- 
cardiz, it should be used in full dosage and with the appreciation that its dangers 


are slight. 
RAYMOND DALEY, M.D., M.R.C.P. 


Physician, Cardiac Department, St. Thomas’s Hospital. 


HEARTBURN 
HEARTBURN is 4 particularly graphic name for a common manifestation of in- 
digestion. It is essentially an indefinite burning or hot sensation, located beneath 
the lower sternum, coming in waves of increasing and then decreasing intensity, 
and with a tendency to pass upwards, and indeed may spread into the throat with 
a sensation of ‘acid regurgitation’; sometimes it may radiate upwards to the 
angles of the jaw causing acute discomfort and often associated salivation. 


PATHOGENESIS 
Heartburn is probably due to a disturbance of the neuromuscular mechanism of 
the esophagus, and is associated particularly with increased tension in the muscle 
fibres. This may arise from distension of the esophagus, and has been produced 
experimentally by introducing a balloon just above the cardia. Chester Jones 
found that the sudden introduction of various liquids into the lower esophagus, 
whether hot, cold or tepid, whether acid, alkali or inert, would cause heartburn. 
Heartburn was most easily produced when the liquid was introduced quickly and 
in large amounts. Sometimes antiperistaltic waves would occur and the individual 
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would feel a sensation of ‘acid regurgitation’, but the same sensation occurred 
irrespective of the chemical nature of the fluid which had been introduced. Muscular 
tension will also arise from muscular contraction, but it is possible that reverse 
peristaltic waves passing up and meeting normal descending waves may in par- 
ticular cause the sensation of heartburn. The slow introduction of acid into the 
lower cesophagus does not produce heartburn, and it is likely that the sensation 
arises more from the disturbed motility which may allow reguigitation from the 
stomach into the esophagus, rather than from the regurgitated fluid itself. If, how- 
ever, there is constant bathing of the lower esophagus by gastric fluid as with a 
hiatus hernia, esophagitis will follow, and even peptic ulceration of the gullet. 
Then heartburn increases in intensity and is described as pain. The ‘burning’ 
quality of heartburn is probably due to a weaker stimulus than that which causes 
pain. Alternatively, the threshold for pain may be high. 


PREDISPOSING CAUSES 

From the above explanation the common factor is reversed peristalsis, and it is 
likely that this arises not within the esophagus but in the stomach. The condition 
may be contrasted with the heart. The normal contractions are originated by the 
sinus node or pace maker, and extrasystoles may arise from an ‘ectopic’ node else- 
where in the auricle or ventricle. So with the stomach, extra-peristaltic waves may 
begin and pass in a reverse direction. This neuromuscular irritability may arise 
particularly in the following circumstances: 

(1) Nervous, physical or dietetic stress. 

(2) Organic intra-abdominal disease, particularly duodenal ulcer, but also 
gastric ulcer, and cholelithiasis. 

(3) Diaphragmatic esophageal hiatus hernia. 

(4) Pregnancy. 

(5) Heavy smoking or drinking. 

(6) Idiopathic. 

Heartburn is a particularly common manifestation of stress dyspepsia. In other- 
wise healthy subjects heartburn may commonly occur with untoward fatigue, e.g., 
the morning after a late night, particularly if alcohol has been taken even in quite 
moderate amount by those who are occasional drinkers only. Anxiety is another 
important cause, and here the personality must be considered. The easy going, 
happy-go-lucky individual is less likely to develop heartburn than the tensed up, 
inwardly worrying, sensitive individual who gets ‘burnt up’ with resentment. 

Overeating is another potent cause of heartburn and smaller meals is a very 
simple measure of treatment without even diminishing the richness of a diet. It 
is, however, advisable to reduce or cut out cooked fats, e.g. fried foods, pastry. 
Eating too rapidly or taking meals when irritated or excited must also be avoided. 

Heartburn may be the only manifestation of peptic ulcer, but epigastric tender- 
ness will usually be present. 

Hiatus hernia is an important group, and small hernia may be very potent 
causes of persistent and even crippling dyspepsia. In these patients heartburn is 
commonly produced by bending or stooping or lying down unless well propped up 
on pillows. These patients usually have peptic esophagitis from the easy re- 
gurgitation of acid juice. 

Pregnancy is a well-known cause. A few cases are due to hiatus herniz arising 
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from the pregnancy, but in the majority the exact cause is uncertain, although it is 
likely to be related to the alteration in tone of smooth muscle. 

Heavy smoking or drinking are sometimes the only factors apparently responsible. 
In some, no cause can be given although the symptoms may be particularly 
troublesome. 

The investigation of the patient must include a careful history taken with the 
patient feeling a sense of leisure and privacy, with special reference given to 
possible causal factors already discussed. A full routine physical examination 
should be carried out, and a barium meal, asking the radiologist specifically to 
exclude hiatus hernia. 


TREATMENT 

The treatment will depend upon the factors revealed by the history. Extra rest, 
a bland diet as for convalescence from a peptic ulcer, particularly avoiding cooked 
fats, e.g., fried foods and pastry, spices, pickles, twice cooked meat, new bread, 
and having regular meals without more than two-and-a-half hours without a snack. 
If the patient is overweight, a bland reducing diet is desirable. More time may be 
needed for taking meals, and the sources of nervous tension should be discussed. 
The unburdening of worries to a sympathetic, independent observer may greatly 
reduce the inner nervous tension of many individuals. Smoking and alcohol will 
need suitable reduction, or preferably stopping for the time being. Medicinal 
treatment will include phenobarbitone, $ grain (32 mg.) twice or three times daily, 
to reduce nervous strain, an alkaline mixture or tablet after meals, e.g. ‘gelusil’, 
which contains magnesium trisilicate and aluminum hydroxide, or one containing 
soluble alkalis, e.g. compound effervescing alkaline tabloids or soda mints (Bur- 
roughs Wellcome Ltd.). Prostigmin, 15 mg. by mouth after meals, has been re- 
commended and is said to act by encouraging the normal caudal passage of 
peristaltic waves. 

A suitable bland reducing diet for those who are overweight is as follows:— 


BLAND REDUCING DIET 


Breakfast 5 oz. milk. 
A small helping of cereal or egg or fish. 
1 thin slice of bread or toast. 
A scraping of butter. 
Mid-morning: 5 oz. milk. 
Dinner: Fish (stewed, boiled, baked or grilled) or minced meat. 
Purée vegetable (no potato). 
5 oz. milk as junket or milk jelly. 
Fruit purée. 
Tea 5 oz. milk for tea. 
1 thin slice of bread or 3 cream crackers. 
A scraping of butter. 
Supper: Fish or egg or grated cheese. 
1 slice of bread or toast. 
A scraping of butter. 
Fruit purée or 5 oz. milk. 
Bedtime: 5 oz. milk. 

Do not take the following foods.—Sugar, sweets, jam, marmalade, syrup, potatoes, 
puddings, pastry, cakes, fried foods, fatty fish or meat, pepper, spice, beef extracts, chutney, 
vinegar, raw fruit or salads, coarse cereals. 

F. Avery JONES, M.D., F.R.C.P. 
Physician, Central Middlesex Hospital; 


Consulting Gastro-enterologist, British Postgraduate Medical School. 





NOTES AND QUERIES 


Light Sensitivity 

Query.—I have under my care a female 
patient, aged thirty, with light sensitivity. What 
are the present-day views on causal factors and 
treatment? 


Rep.y.—aActinic light can produce dermatitis 
in a susceptible individual in the same way that 
any of the other irritants, such as the primula 
pollen, produce dermatitis, the patient’s epider- 
mal cells having become specifically sensitized 
to a particular irritant. The exact mechanism for 
producing cellular sensitization is not known, 
but in the case of light sensitivity several 
common substances are known to enhance the 
establishment of this state, and these must be 
considered in treatment. Of local applications, 
various essential oils and other ingredients of 
cosmetics are well known as light sensitizers, 
the eruption in these cases being usually con- 
fined to the areas covered by the cosmetic. 
Sulphonamide preparations by mouth are 
common photosensitizers, and the light derma- 
titis may not appear for some time after the 
sulphonamide has been discontinued, although 
usually the initial rash appears on the exposed 
areas during the administration of the drug. In 
this event, once the sensitivity is established it 
persists long after the sulphonamide has been 
discontinued. Phenolphthalein, now included in 
so many proprietary laxatives, is another, 
although much less common, photosensitizing 
drug. Other cases occur in which no sensitizing 
agent can be found, and in these, the establish- 
ment of sensitivity is sometimes associated with 
a period of emotional upset. 

Treatment.—If a photosensitizing agent, 
either external or internal, is found, the use of 
this must be discontinued. Patch tests with 
suspected cosmetics can be applied to the un- 
affected skin and the area irradiated with a 
suberythema dose of ultra-violet light. Derma- 
titis will be produced on the skin covered by any 
photosensitizer. In the case of sulphonamide 
photosensitization, in order to desensitize the 
patient, she must be admitted to hospital and 
treated by administering small doses of sul- 
phoramide until the acute reaction produced 
initially in the skin subsides. During this pro- 
cess the patients are often very ill and must be 
under constant supervision. The patient must 
avoid, so far as possible, exposure to sunlight, 
by wearing a broad-brimmed hat, long sleeves, 
gloves and stockings. Although various local 
applications are said to exclude light from the 
skin, the only really satisfactory one is yellow 
petroleum jelly and this should be applied 
liberally before exposure. If dermatitis is 


established, this must be treated by frequent 
applications of shake lotion. 

Drugs.—Occasionally injections of gold are of 
benefit in some cases. I have given ‘myocrisin’ 
intravenously at weekly intervals, starting with 
0.05 g. and increasing to 0.1 g. until a total of 
1 g. has been given. The antihistamine drugs and 
para-aminobenzoic acid, although stated to have 
been effective, have not stood the test of time. 
X-ray therapy is of use in controlling the acute 
attacks. 

Diagnosis.—It is assumed that there is no 
doubt about the diagnosis and that this case is 
not really lupus erythematosus, which occurs 
commonly in women and is often precipitated 
by exposure to light. 

H. R. ViICKERS, M.B., M.Sc., M.R.C.P. 


Pulse Pressure and Ageing 
Query.—With reference to Dr. Paul Gibson's 
article on the ‘Ageing Heart’ in The Practitioner 
of August 1950 (p. 115): What is meant by 
‘pulse pressure’ and how is it measured? The 
only meaning I know is the mean of maximum 
and minimum blood pressures felt in the pulse 
at the wrist. Would this be very different from 
the mean of systolic and diastolic pressures 
measured in the ordinary way by sphygmo- 
manometer—above the elbow with auscultation 
at the bend of the elbow? As Dr. Gibson says 
‘pulse pressures over 70 suggest ageing’, I think 
this calls for explanation. 


Rep_y.—The pulse pressure is the difference 
between the systolic and diastolic pressures as 
registered by a sphygmomanometer. If the 
elasticity of the aorta is unimpaired, there should 
be a fixed relationship between the systolic and 
diastolic pressures which has been represented 
by the formula D=S/2 +20, where D equals the 
diastolic pressure and S the systolic pressure in 
mm. of mercury. This means that the pulse 
pressure will normally rise by regular increments 
with the systolic pressure. Owing to impaired 
elasticity, the diastolic pressure in old age is apt 
to be disproportionately low and so the pulse 
pressure is disproportionately high. The patho- 
genesis of this sign is explained in the text of my 
article. 

Pau. GIBSON, M.D., F.R.C.P. 


Erythroblastosis Feetalis 

Query.—lIs there any line of treatment likely to 
help in suppressing antibodies, for a young 
woman whose two last pregnancies resulted in 
Rh babies? 


Rep.y.—It is assumed that by ‘Rh babies’ is 
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meant babies suffering from hxmolytic disease 
of the newborn. Carter of Pittsburgh has re- 
ported (1949) on a substance, ‘Rh hapten’, 
prepared from intact red cells: this will fix 
complement in the presence of Rh antibody, 
but apparently will not neutralize incomplete 
antibodies. She describes a few promising cases, 
but warns against optimistic interpretation of 
results. There have been further reports, un- 
favourable as well as favourable: the method has 
not yet found a permanent place in treatment. 
‘Rh hapten’ is not on the market in this country. 
Proressor A. M. CLAYE, M.D., F.R.C.P., F.R.C.0.G. 


Persistent Thumb Sucking in 
Children 


Query.—I see quite a number of small children 
who develop this habit. The child persistently 
sucks either the thumb or the first two fingers— 
usually on the left hand. It sometimes persists 
up to the age of nine or ten years, with de- 
formity of the upper incisor teeth and callosity 
formation over the bases of the finger concerned. 
The children do not seem unduly nervous and 
often their home background is very satisfactory. 
They seem to persist more with the habit when 
any attempt is made to prevent it. What is the 
cause, prevention and treatment of the estab- 
lished case? At the moment all measures are of 
no avail and it is very poor advice to tell the 
mothers ‘the child will grow out of this in time’ 
when, in girls particularly, ugly spacing and 
prominence of the upper incisor teeth may be 
produced. 


Repty.—The problem of persistent thumb 
sucking depends very much upon what is meant 
by ‘persistent’ and the age at which it happens. 
For the baby under a year old the mouth re- 
mains his most sensitive channel for feeling, 
and even when he is weaned he will go back to 
sucking as a comforting reminder of a naturally 
pleasurable impulse connected with an early 
stage in his development. When his teeth are 
coming through he will tend to salivate more and 
fidget with his mouth, and may for a time suck 
or bite his fingers and his clothes. 

But, the persistent finger or thumb sucker 
passing on into a habit at the two- to three-year, 
and even five-year and later, stage, is an in- 
dication of a state of tension of which the 
symptom itself is probably the least important 
part. Children who have long given up the habit 
as a regular thing sometimes do it when they 
are suddenly startled or frightened; other 
children revert to it as a night-time ritual, others 
again as a rather primitive kind of body satis- 
faction akin to masturbation. In cases like this 
it is important to look for the source of strain. 
Is the child normally intelligent; is he having to 
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compete with others who are quicker than him- 
self? Is he unnecessarily jealous of a younger 
sibling, and perhaps unconsciously wanting to 
revert to the greater protection of babyhood? 
Has he plenty of simple, affectionate security in 
his home life? Is he, perhaps, the kind of child 
who withdraws from ordinary competition and 
seeks his satisfaction in autistic self-play? 

In the baby who sucks his fingers, probably 
methods of drastic intervention tend to whet the 
appetite, since frustrations are rarely removed by 
blocking the outlet. If it is accepted as natural 
that a baby will suck his thumb when he is 
tired and sleepy, and is peacefully put to bed 
doing so, the thumb can generally be removed 
once he is asleep, and the whole thing is part of a 
normal babyhood which is outgrown, in stages, 
in this as in other respects. 

The child who thumb-sucks to an excessive 
degree later on, has often had the habit con- 
firmed by over-treatment and unwise handling 
in the early stages. In any event, in the older 
child it means a good deal more, and should be 
looked on as a sign of immaturity. It may be 
read as a measure of his unwillingness, or of his 
unreadiness, to be mature, depending upon the 
individual child. In other words, it is a small 
sign of a large disturbance. Perhaps the wisest 
remarks made about it were those of Susan 
Isaacs in the ‘Nursery Years’ (Routledge, 1932), 
P. 37: 

E. M. CREAK, M.D., F.R.C.P. 


Stammering 
Query.—I should be grateful if you could throw 
some light on the etiology and pathology of 
stammering. Has heredity any connexion with 
this defect? 
Rep_ty.—Stammering is a functional nervous 
disorder in which the relative importance of the 
constitutional predisposition varies greatly from 
case to case. It is often found to have occurred in 
previous generations. A recent investigation 
shows it to be more common in twins than in 
others. Twin studies would seem to emphasize 
also the inherited factor, for in 10 uni-ovular 
twin pairs when one twin was affected, in 9 cases 
the other was also. Of 30 pairs of binovular 
twins, however, when one stammered, in only 
two pairs were both affected. This would seem 
to show that the fact of identical heredity is 
more important than similar environment. At 
one time great stress was laid on latent left- 
handedness and on ‘crossed laterality’, i.e. 
left-handed and right-eyed, or vice versa. 
Although this aspect is occasionally important, 
recent studies have been directed more to testing 
general muscular coordination. 

Psychological factors—Some writers have 
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mentioned physical abnormalities, brain lesions 
following whooping-cough or injuries, and ab- 
normal vascular reflexes. In many cases, how- 
ever, family history and physical examination 
are negative. In the typical stammerer, ob- 
sessional traits are present to a greater or less 
degree. Patients are tense, and some feel sure 
that a particular word about to be used will 
cause stammer, and they are therefore always 
seeking synonyms. Thumb-sucking and nail- 
biting are common. The same mental 
mechanisms may occur in stammerers as in 
other cases of functional nervous disorder, e.g., 
an unconscious retreat from the world. Stam- 
mering is a frequent symptom in compensation 
neurosis. 


A. SPENCER PATERSON, M.D., F.R.C.P.ED. 


‘Pigeon Toes’ in Infancy 


Query.—My son, aged nineteen months, who 
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has been walking for six months, walks with 
his toes turned inwards to an angle of approxi- 
mately 20 degrees. I would be glad of your 
advice: (1) how soon corrective measures should 
be undertaken ; (2) necessary corrective measures ; 
and (3) are boots an advantage in corrective 
treatment? His feet do not show any physical 
abnormality. 

Repty.—Assuming that the description is 
correct and that the little boy is the first child of 
a doctor, it is a thousand to one that there is 
nothing wrong, and that his way of walking 
with his toes turned inwards at an angle of 20° 
is merely a phase through which many children 
of this age pass. As a precaution, however, I 
would (a) see that his shoes fit properly, and (b) 
have his hips X-rayed. In the absence of any 
definite abnormality I do not advise any correc- 
tive measures, and there is no point in a child 
wearing boots as opposed to shoes. 

BrYAN MCFARLAND, M.D., M.CH.ORTH., F.R.C.S 
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Intravenous Iron in Rheumatoid 
Arthritis 


THE anzmia which is so often found in rheuma- 
toid arthritis is of the normocytic, hypochromic 
type and is stubbornly resistant to treatment. 
A report by D. N. Ross (Annals of the Rheumatic 
Diseases, December 1950, 9, 358) draws atten- 
tion once again to the advantages of intravenous 
iron in such cases. A preliminary trial in 200 
cases showed that ‘neither oral iron, oral iron 
with supplementary folic acid, nor intravenous 
iron medication, had any appreciable effect on 
the anemia of rheumatoid arthritis over a test 
period of one month’. In a second series of ex- 
periments, 50 patients were given 15 grains 
(1.0 g.) of ferrous sulphate daily in the form of 
hematinic ‘plastules’ for three months, whilst 
another 50 patients were given intravenous in- 
jections of iron twice weekly to a total of eight 
injections: the first four of 50, 100, 150, and 200 
mg., and four subsequent ones of 200 mg. This 
gave a total iron of 1.3 g. In those given oral 
iron the average hemoglobin percentage before 
treatment was 71.0, rising to 79.0 in three 
months, an average increase of 8 per cent. The 
corresponding figures for those given intra- 
venous iron were 69.0 per cent., before treat- 
ment, and 84.0 per cent. after three months, 
giving an average increase of 15 per cent. The 
percentage utilization of iron in the oral group 
was 0.76, compared with 30.60 in the intravenous 
group. In over 1000 injections of iron, only one 
severe reaction was encountered, and there were 


a few mild reactions: colicky lumbar pain lasting 
for about ten to thirty seconds. As a result of 
these trials the author ‘now feels able to do 
much more to correct the anemia complicating 
rheumatoid arthritis; this correction also ap- 
preciably improves the general health and well- 
being of the patient’. He adds ‘We are con- 
tinuing our investigations, and the tendency is 
to give a still greater total dose of Iviron, but we 
do not feel that the individual dose should ex- 
ceed 200 mg. (10 ml.) since beyond that point 
the likelihood of reaction increases’. 


Control of Houseflies 


THE results of a preliminary study of the control 
of houseflies in Egypt are recorded by 5S. 
Madwar and A. R. Zahar (Bulletin of the World 
Health Organization, 1951, 3, 621). In order to 
locate breeding places the ‘fly-grid’ method was 
used, and the density of the fly population was 
estimated at hourly intervals. When the breeding 
places were determined they were treated with 
insecticides. Gammexane dusts were used (4 
and 20 per cent. BHC), dusting being carried 
out regularly at weekly intervals. In Port Said, 
where this method was employed, reductions of 
69, 85 and 98 per cent. of the original fly popula- 
tion were noted. Control of flies in houses was 
carried out by spraying the walls: DDT 
emulsions (7.5 per cent. emulsion at rate of 
3 g- per sq. metre, or 5 per cent. emulsion at 
rate of 2 g. per square metre) did not produce 
satisfactory results; this was attributed to the 
density of the flies and to the presence of DDT- 
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resistant strains. Chlordane, 4 per cent. solution 
in kerosene, was equally ineffective. Remarkable 
results were obtained, however, with gam- 
mexane (6 per cent. BHC suspension in water 
applied at the rate of 40 ml. per square metre): 
there was an immediate drop in fly density, 
which was kept low throughout the summer in 
one experiment, and in another the usual 
autumn increase was depressed. Further in- 
vestigations are being carried out. 


Oral Aluminium Penicillin in 


Pneumococcal Lobar Pneumonia 

A report of the results obtained by the use of 
oral aluminium penicillin in 37 cases of lobar 
pneumonia is given by J. C. Harvey and G. S. 
Mirick (Bulletin of the Johns Hopkins Hospital, 
March 1951, 88, 270). The dosage employed was 
300,000 units of aluminium penicillin (tablets 
containing 50,000 units aluminium penicillin 
and 0.3 g. sodium benzoate) on diagnosis of 
pneumonia, followed by 300,000 units every 
twelve hours until the patient was afebrile for 
seventy-two hours. The schedule was rigidly 
observed irrespective of meal times. The cases 
treated orally were mild, or moderately ill; 13 
severe cases were treated by intramuscular in- 
jection of penicillin G, either alone or in con- 
junction with oral administration. In the oral 
group the duration of fever following beginning 
of treatment was from 1 to 4 days; duration of 
white blood count greater than 10,000 was from 
3 to 7 days. There were no deaths in this group, 
but 7 patients developed complications—4 slow 
resolution, and 3 secondary rise of tempera- 
ture; there was no evidence of spread of the 
pneumonia. All these 7 patients received sub- 
sequent parenteral injections. No toxic effects 
of the oral aluminium penicillin were noted. Of 
the 13 patients who received intramuscular 
injections, 2 died—both alcoholic negro males; 
the duration of fever in this group was from 2 to 
7 days, but the patients were all severely ill. In 
conclusion, it is stated: ‘. . . the response to 
oral therapy alone in this series was entirely 
satisfactory. To avoid the possible hazard of 
delayed penicillin absorption by severely sick 
patients, it seemed advisable to adopt a modified 
routine of treatment which would combine an 
initial parenteral injection with continued oral 
therapy’. 


Allergy to Aspirin 

IN a series of 830 successive cases of asthma 
seen between January 1946 and April 1950, 
C. H. A. Walton and H. W. Bottomley 
(Canadian Medical Association Journal, March 
1951, 64, 186) found 22 cases of aspirin sen- 
sitivity. This gives an incidence of 2.7 per cent., 
but as more than a quarter of the cases were 
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children, and none of these was aspirin- 
sensitive, the incidence among adults was 
nearer 3.5 per cent. Fifteen of the aspirin- 
sensitive patients were women. There was a 
much higher incidence of serious grades of 
asthma among the aspirin-sensitive patients than 
in the entire series: 50 per cent., compared with 
13 per cent. Five of the aspirin-sensitive 
patients died within the four-year period of 
investigation, i.e., a mortality rate of 22.7 per 
cent. In all the cases asthma occurred with very 
small amounts of aspirin, and several of them 
had also urticaria, angioneurotic edema and 
rhinitis. The clinical reaction to aspirin was 
usually violent and rapid. Skin testing for aspirin 
is useless and may be dangerous. It is stated 
that ‘there is evidence that the key chemical 
grouping in aspirin is the acetyl radicle and it 
can be shown that aspirin-sensitive patients may 
tolerate sodium salicylate’. The recommenda- 
tion is made that ‘trial of its oral administration 
should never be attempted if there is any reason 
to believe that hypersensitivity to aspirin exists 
... The use of the drug may be fatal’. As aspirin 
sensitivity usually occurs in the more serious 
cases of asthma, its occurrence is of some prog- 
nostic significance. 


Cyclopropane 

A CLINICAL evaluation of cyclopropane, based 
upon an experience extending back to 1933 and 
including the personal administration of the 
anzsthetic to over 20,000 patients, with only 
one death attributable to it, is provided by 
H. R. Griffith (Anesthesiology, January 1951, 12, 
109). In order to obtain this standard of 
efficiency, four general principles must be ob- 
served. First, the maintenance of a free and un- 
interrupted airway is essential. “We do not in- 
tubate every patient who is given cyclopropane, 
but we always do on the slightest provocation 
and without delay’. In other words, a laryngo- 
scope and endotracheal tube must always be 
available. Secondly, adequate pulmonary ven- 
tilation must be maintained (a) to maintain an 
adequate supply of oxygen, and (b) to obtain 
effective elimination of carbon dioxide. Thirdly, 
a smooth level of anzsthesia must be main- 
tained. ‘Uneven anesthesia promotes mucus 
secretion, swallowing, vomiting, straining, ob- 
struction, spasm and many other uncomfortable 
sequele’. Finally, the concentration of cyclo- 
propane in the anesthetic atmosphere must not 
be too strong. ‘Respiratory paralysis with 
cyclopropane is insidious and in children 
possibly even fatal’. The so-called ‘cyclopropane 
shock’ is now known to be due to excess carbon 
dioxide and can be avoided by continuous 
pulmonary ventilation throughout the course of 
anesthesia. The view is advanced that ‘generally 
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speaking, cyclopropane is the anesthetic of 
choice for patients with serious heart disease 
who must undergo major surgical procedures’. 
Pulse irregularities and tachycardias are most 
often observed in patients with no obvious 
heart disease. Laryngeal spasm may occur dur- 
ing intubation or when anesthesia is allowed to 
become too light during the operation. It can 
usually be overcome by forcing oxygen into the 
lungs by manual pressure on the bag. The 
author sums up his evaluation as follows:—‘I 
still believe that cyclopropane is perhaps the 
most generally useful agent we have, particu- 
larly for bad risk cases. It is potent, it is con- 
trollable, it allows good oxygenation and it is 
rapidly eliminated without metabolic or visceral 
damage. It is not an easy anesthetic to ad- 
minister but this should not constitute a de- 
terrent to its use in well-organized hospitals. 
The anesthetist who uses cyclopropane should 
not be afraid of it, but he should know what he 
is doing. “Eternal vigilance is the price of 


? 


safe : 


The Normal Platelet Count 

THe normal platelet count was studied in 
medical students by A. W. Sloan (Journal of 
Clinical Pathology, February 1951, 4, 37). 

The method used was that of Rees and Ecker, in which 
the diluting fluid (Wintrobe’s modifications ) is :— 

Sodium citrate... apr 

Formaldehyde (neutral 40 per cent. solu- 

tion) 

Brilliant cresyl blue 

Distilled water 

The stock solution will keep in a refrigerator for six 
months, but must be filtered before use. Blood was ob- 
tained by puncture of the palmar aspect of a finger tip. 
Coins a double Neubauer counting chamber, all the 
platelets in both sets of small squares (a total of 800 small 
squares) were counted. This reading gives the platelet 
count in thousands per c.mm. of undiluted blood. 

The mean platelet count in 80 healthy young 
adults, aged eighteen to twenty-nine years, was 
found to be 241,000 per c.mm., with a ‘normal 
range’ of 140,000 to 340,000. Between these 
limits a count is significantly determined to 
56,000 (23 per cent.). No significant difference 
was found between the platelet counts in men 
and in women, nor between counts taken on the 
same individuals during the course of a day or 
from day to day. From the results, including 
those obtained in 12 subjects in whom counts 
were done at 10 a.m., noon, 2 p.m., and 4 p.m. 
on one day, it is concluded that ‘in successive 
samples from one subject in this range, taken 
at any time between 9 a.m. and 5 p.m., a change 
of not less than 80,000 (30 per cent.) in the 
platelet count is significant, whether the counts 
have been performed by the same observer or 
by different trained observers . . . From this it is 
assumed that reasonable agreement can be 
found between platelet counts performed by 
different trained observers, using the same 
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technique and working under similar con- 
ditions’. 


Tar and Antihistaminics 

Accorpinc to J. D. Walters and R. L. Gilman 
(United States Armed Forces Medical Journal, 
February 1951, 2, 187), ‘crude tar extract and 
antihistaminic substances when used locally 
appear to have a synergistic action, and the 
combination appears to be more effective than 
the use of tar alone’. This conclusion is based 
upon the results obtained with a preparation 
containing ‘5 per cent. crude tar extract and 2 
per cent. antihistaminic compound (pyranis- 
amine maleate) in a hydrophile base’ in 52 
patients with chronic scaling pruritic lesions of 
the skin, including 13 cases of neurodermatitis, 
8 of psoriasis and 16 of eczema. In 71 per cent. 
of cases a good response was obtained in im- 
provement of the dermatosis, whilst in 75 per 
cent. of cases there was a marked improvement 
in the pruritus. None of the patients developed 
sensitivity to the ointment. It is estimated that 
the tar and antihistaminic combination is about 
20 per cent. more effective than tar alone, but 
it is pointed out that ‘no curative value as such 
is apparent other than that which might be ex- 
pected to follow from a more prompt relief of 
the pruritic element’. 


Treatment of Auricular Flutter 

As a result of their experience with 72 cases of 
auricular flutter, G. R. Herrmann and M. R. 
Hejtmancik (American Heart Fournal, February 
1951, 41, 182) conclude that ‘digitalis is the drug 
of choice in the management of atrial flutter in 
patients with serious organic heart disease or 
cardiac decompensation, or where there is a 
specific contraindication to quinidine’. It acts 
by converting the flutter to fibrillation, and if 
the administration of digitalis is then stopped 
there is usually reversion to normal rhythm, 
especially if the administration of quinidine by 
mouth is instituted as the digitalis is withdrawn. 
Even if normal rhythm is not restored, cardiac 
function is much improved whether permanent 
fibrillation is maintained or flutter persists, as in 
both instances the ventricular rate can be main- 
tained at a reasonably slow rate. No evidence 
was obtained to suggest that the ‘pure crystalline 
oral and intravenous digitalis glycosides’ had 
any appreciable advantage over digitalis leaf. 
Oral quinidine sulphate alone ‘proved effective 
in restoring sinus rhythm in selected patients 
without cardiac decompensation and without 
grave organic heart disease’, particularly if the 
flutter was of short duration. The usual dosage 
in these cases was 0.2 to 0.3 gramme hourly 
following a test dose of 0.1 gramme. One of the 
risks of quinidine therapy without previous 
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digitalization is the onset of 1:1 flutter. Com- 
binations of quinidine and digitalis concurrently 
were less effective than either alone or in 
sequence, ‘but they appear desirable whenever 
atrial flutter occurs in acute myocardial in- 
farction with cardiac decompensation, and when 
1:1 rhythm has once developed with quinidine 
alone’. 


Treatment of Ammonia Dermatitis 
Tue use of diaparene chloride ointment in the 
treatment of ammoniacal dermatitis in infants 
is recommended by M. L. Niedelman and A. 
Bleier (Journal of Pediatrics, November 1950, 37, 
762). Diaparene chloride is a quaternary ammo- 
nium compound: para-di-isobutyl-cresoxy- 
ethoxy ethyl di-methyl benzyl ammonium chlo- 
ride monohydrate. It has been shown to be an 
effective bactericide against B. ammoniagenes, 
and is also active against Staph. aureus. In a 
modified hydrophilic petrolatum base it was 
used in 107 infants, aged five days to two-and-a- 
half years, with ammonia dermatitis, the oint- 
ment being applied each time the napkins were 
changed. The duration of treatment ranged 
from one day to three weeks. In all except eight 
cases the dermatitis cleared within this period. 
Three of these eight had an accompanying in- 
fantile eczematoid dermatitis; when this con- 
dition was improved, the ammonia dermatitis 
was cured. Patch tests on fifty subjects yielded 
no evidence of sensitivity to the ointment. 


Stria Nasi Transversa 

Five cases of nasal strie in girls before or near 
puberty are recorded by T. Cornblett (Archives 
of Dermatology and Syphilology, January 1951, 
63, 70), apparently the first occasion on which 
this phenomenon has been described. The stria 
consists of a thin reddish streak, about a milli- 
metre in diameter, stretching across the nose at 
the junction of the middle and lower thirds of 
the nose. Another feature of the stria is a faint 
troughing. In only one case was this nasal stria 
the reason for which medical advice was sought. 
In most of the cases there was a history of the 
streak waxing and waning in prominence, but 
this could not be correlated with the menstrual 
history. This phenomenon, which has been seen 
by the author only in girls, is attributed to the 
distal part of the nose enlarging more rapidly 
than the adjacent portion at or near puberty: 
‘It seems that the growth of these [nasal] car- 
tilages at this time trusses up the entire end of 
the nose. This forms a kind of crease (it amounts 
to more in some cases) between the middle and 
lower thirds. A few children acquire a rose red 
colouring at this site that gives the appearance 
of a reddish stripe acrose the nose’. The con- 
dition recedes as the girl gets through puberty. 
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Chioromycetin in Abacterial 
Urethritis 

J. Tissot (Progrés Médical, March 10, 1951, 79, 
107) records the resylts obtained in a series of 
17 cases of abacterial urethritis of venereal 
origin treated with chloromycetin. In 3 cases 
there was a concomitant prostfitis and in 1 an 
epididymitis. The dosage of chloromycetin em- 
ployed was 1.5 g. daily, in divided doses three- 
or four-hourly, omitting the night doses unless 
the patient wakened spontaneously. In all cases 
the condition cleared completely in four to six 
days, and no signs of intolerance of the drug 
were noted. In conclusion the author draws 
attention to the observation that following ap- 
parent cure of a gonococcal urethritis with sul- 
phonamides or penicillin, there is often a re- 
currence in the form of an abacterial urethritis 
which responds neither to penicillin nor sul- 
phonamides; this condition can, however, be 
cleared up by treatment with chloromycetin, in 
dosage of 1.5 to 2 g. daily, for four to six days. 


Glycocoll Treatment of Wounds 


EXPERIMENTAL investigations and clinical ex- 
perience have shown that hypoproteinamia may 
retard the healing of wounds. H. Fargel 
(Miinchener Medizinische Wochenschrift, March 
23, 1951, 93, 602) treated 80 wounds healing by 
second intention (including 16 ulcers of leg, 31 
infected wounds and burns, 10 incised parony- 
chiz, 21 incised abscesses) with glycocoll gauze, 
powder, and solution. Comparative clinical ob- 
servation showed distinct stimulation of re- 
generation and proliferation of tissues, with 
consequent acceleration of healing. There were 
no allergic manifestations. Glycocoll may be 
regarded as a substitution therapy, supplying the 
regenerating soft tissues with a necessary con- 
stituent of metabolism which apparently 
cannot adequately be supplied by way of the 
blood stream. Glycocoll also inhibits the proteo- 
lytic ferments of bacteria and protects the body 
against secondary albumin loss. 


Treatment of Hiccough 
IN a recent lecture Mr. G. Perrins, chief 
pharmacist, Royal Infirmary, Edinburgh, gave 
the following formulz for two ‘new preparations’ 
for the treatment of hiccough (Pharmaceutical 
Journal, March 31, 1951, 166, 230):— 

Tincture of myrrh ... ‘ 

Rectified oil of amber .... 

Spirit of chloroform 

Spirit of ether 

Compound tinct 


1. 
1 fi. oz. (28.5 ml.) 


4 fi. oz. (114.0 ml.) 


} grain (16 mg.) 

4 grain (21 mg.) 
60 minims (3.5 ml.) 
60 minims (3.5 ml.) 

to } fi. oz. (14 ml.) 


Morphine tartrate 

Cocaine hydrochloride .. 
Gin, or 20 per cent. alcohol 
Simple syrup ... 
Chloroform water 
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REVIEWS OF BOOKS 


Management of Peripheral Arterial Diseases. 
By Saut S. SAMUELS, A.M., M.D. New York 
and London: Oxford University Press, 
1950. Pp. xvii and 345. Figures 112. 
Price 60s. 

Tuis volume is based on the author’s previous 
book “Diagnosis and Treatment of Diseases of 
the Peripheral Arteries’ which has been ex- 
tensively revised and expanded so that the new 
book offers a more detailed account of treatment 
and results obtained. The existing confusion in 
terminology and classification of peripheral ar- 
terial disease is clarified in the opening chapter; 
there follow accounts of the symptoms, signs, 
and methods of investigation, which are 
adequately described. The chapter on thrombo- 
angiitis obliterans is excellent; the author’s 
description is authoritative and stimulating, and 
it is in this chapter that the main appeal of the 
book lies. Similarly, arteriosclerosis obliterans is 
well described, and both chapters are illus- 
trated by judiciously selected clinical sum- 
maries. The weakness of the book lies in the 
inadequate space and detail afforded to such 
common conditions as Raynaud’s syndrome, 
acrocyanosis and venous thrombosis, which are 
dismissed all too briefly. Many will disagree 
with the author’s views on the use of heparin, 
on frostbite and other minor details. The book 
is a valuable account of occlusive peripheral 
arterial disease, well illustrated and providing 
useful lists of references for more detailed 
study. 


Pathologic Physiology: Mechanisms of 
Disease. Eptrep BY WILLIAM A. Sope- 
MAN, M.D., F.A.C.P. Philadelphia and 
London: W. B. Saunders Co., 1950. 
Pp. xxiv and 808. Figures 146. Price 
57s. 6d. 

Tus book has for its object the elucidation, so 

far as modern knowledge will allow, of the 

underlying mechanism of disease, and of ex- 
plaining how the functional disturbances in 
various pathological conditions result in signs 
and symptoms. The volume consists of twenty- 
seven chapters, each constituting an independent 
essay or review on some aspect of applied 
physiology. Twenty-five well-known American 
authorities have contributed to the writing of 
the book. This arrangement inevitably results 
in some lack of completeness, and unevenness 

in treatment. The field covered is, however, a 

very wide one, and it seems unlikely that the 

reader will find cause to complain of many 
omissions of information that he might reason- 


ably expect to find in a book of this nature. The 
standard is, on the whole, on a high level, such 
as could be attained only by experts with first- 
hand knowledge of their respective subjects. 
The production is of the excellent quality one 
expects of the leading American publishers. 
No student or practitioner of medicine could 
fail to derive pleasure and profit from this book, 
but it will probably be appreciated more by the 
graduate than by the undergraduate. To the 
candidate for higher qualifications in medicine 
it should prove invaluable. 


Modern Trends in Neurology. Epirev sy 
ANTHONY FEILING, M.D., F.R.C.P. Lon- 
don: Butterworth & Co. (Publishers) 
Ltd., 1951. Pp. ix and 717. Figures 198. 
Price 63s. 

Eacu of the twenty chapters in this volume 

contains an authoritative review of established 

knowledge in some branch of neurology in which 
notable advances have been made in recent 
years. The first chapter deals with the ‘con- 
duction of the nervous impulse’ and is dis- 
appointing, for the writer has not succeeded in 
making himself intelligible to the average 
clinician. There follows a monumental survey 
of the structure and function of the frontal lobes 
by Professor Denny Brown, comprehensive and 
fully documented, but so condensed that the 
argument is difficult to follow—a chapter for 
reference rather than reading. The remaining 
chapters are devoted to clinical subjects, and as 
is natural in a volume of this size vary in their 

quality. Doctors Kunkle and Wolff provide a 

readable summary of their well-known investiga- 

tions into the mechanism of headache. Dr. 

Wyllie reviews the vexed problems of the 

etiology and pathology of the cerebral diplegias 

and hemiplegias of infancy. Dr. Elkington 
presents a brief account of the equally obscure 
subject of chronic arachnoiditis. Meningitis and 
its treatment by modern drugs are competently 
dealt with by Dr. Gaylor. The chapter on polio- 
myelitis gives too little weight to the evidence 
against the alimentary pathway as the common 
route of infection, and omits reference to some 
of the more recent and fascinating work of 

Bodian and his collaborators. The chapter on 

radiculitis is of light draught. Dr. Worster- 

Drought’s account of neurosyphilis is scholarly 

and comprehensive and of particular value for 

its critical appraisal of penicillin treatment. Mr. 

Pennybacker’s chapter on cerebral abscess re- 

veals clearly the technique which has enabled 

the neurosurgeon so greatly to diminish the 








620 


mortality of this condition. Mr. Northfield and 
Professor Russell contribute a masterly clinico- 
pathological description of cerebral tumours, 
and Mr. Valentine Logue a clear story of chronic 
subdural effusions. The monograph on intra- 
cranial aneurysms by Dr. Meadows contains the 
fruit of much original observation and a wealth 
of valuable detail. The sections on vascular 
diseases are uneven. The endocrine and bio- 
chemical problems of myasthenia gravis are 
competently reviewed by Dr. Nevin. Disc pro- 
trusions are appropriately dealt with by Dr. 
Mixter, one of the pioneers in our knowledge 
of this subject. His surgical bias is evident but 
his clinical observations just. Dr. Walshe pro- 
vides a good historical account of the thoracic 
inlet syndrome, with excellent anatomical 
diagrams, and discusses the relevance of symp- 
toms to mechanical factors with his customary 
acumen. Dr. Kremer on epilepsy is moderate 
and sound. Dr. Denis Williams provides an ex- 
cellent summary of the present knowledge of the 
electro-encephalogram, and the volume closes 
with a painstaking and complete account of 
neuroradiology by Dr. James Bull. The volume 
will prove indispensable for reference; it con- 
tains a mass of up-to-date information which 
every neurologist will wish to have on his shelves. 


Tumours of the Head and Neck. By GRANT 
E. WARD, M.D., F.A.C.S., and JAMEes W. 
HENDRICK, M.D., M.S. Baltimore: The 
Williams & Wilkins Company; Lon- 
don: Bailliére, Tindall & Cox, 1951. 
Pp. xv and 832. Figures 637 and 9 
coloured plates. Price 114s. 

WHATEVER Sargent’s ultimate place may be as a 

painter, his admirers will always find it difficult 

to laugh off the bad manners of his portrait 
group of the founders of the Johns Hopkins 

Medical School. In the foreground, brilliantly 

illuminated, sit Welch, Osler and Kelly; behind 

them, a timid and apologetic figure in deep 
shade, stands William Stewart Halsted, the 
greatest of the four. Halsted made a new era in 
surgery. He trained a host of disciples who be- 
came leaders in every school in the States, and 
whose pupils in turn carry on the Halsted 
tradition today. Above all he gave to the de- 

partment of surgery in Johns Hopkins a 

reputation that has never left it. Today Alfred 

Blalock and the brilliant group of men assembled 

round him maintain the lustre with which 

Halsted endowed the Baltimore School. Among 

them none have earned a more solid reputation 

for careful work of the highest quality than Dr. 

Grant Ward and Dr. James Hendrick, the 

authors of this book. 

Every aspect of the subject is covered. The 
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first chapter describes the development of the 
head and neck as fully as any book on em- 
bryology, and more clearly than most. In 
subsequent chapters the innocent, premalignant, 
and malignant tumours of every tissue and organ 
above the clavicles, except the brain, are dis- 
cussed clearly and in great detail. Frequent 
diagrams remind the reader of the anatomy of 
the part. An extraordinary wealth of material is 
drawn upon, and since Baltimore is in the deep 
South, the authors are able to illustrate con- 
ditions such as the fantastic keloid illustrated in 
fig. 91, that are seldom seen except in negroes. 
In most of the cases described a photograph of 
the patient, the X-ray, a diagram of the opera- 
tion, a microphotograph of the tumour, and a 
picture of the final result, are given. 

If there is a criticism, it is that the size of the 
book, the tremendous amount of material it 
contains, and the wealth of illustration, make 
it unsuitable for anything but a reference work 
in a library. The ordinary surgeon seeking help 
would have appreciated something less en- 
cyclopedic, a selection of typical cases, a 
smaller number of more carefully chosen 
illustrations. There are so many figures (637 of 
them, with nine full-page coloured plates) that 
some of them, such as 252, 355b, 409 and 631, 
are cut down to a size where proportion is lost. 
These are criticisms in detail only. For solid 
detailed information on every aspect of the 
problem it sets out to cover, this book has no 
rival. 


Pharmacology of the Failing Heart. By 
JoHNn McMIcnwaeL, M.D., F.R.C.P. Ox- 
ford: Blackwell Scientific Publications, 
1950. Pp. vii and 63. Figures 24. Price 
8s. 6d. 


Tuis monograph is an admirable epitome of the 
views of the Hammersmith school of cardiology. 
It has all the advantages and the disadvantages 
of its distinguished home—clear, concise and 
scientific, but academic, aloof and somewhat 
impersonal. Successive chapters deal with 
‘general ideas on heart failure’, ‘the behaviour of 
the failing heart: responses to venesection and 
mercurial diuretics’, ‘theophylline-ethylene- 
diamine’, ‘digitalis and strophanthus’, and 
‘special therapeutic problems’. The lack of 
clinical experience is well exemplified in a 
couple of sentences in the first chapter where, 
after referring to the classification of heart 
failure into low output and high output types, 
the statement is made: “The practical im- 
portance of recognition of the two groups is that 
treatment is different. It should be directed to 
the cause of the failure in the high output types’. 
Yet low output types include valvular disease, 
ischemic disease and hypertensive disease! The 
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lack of correlation between theory and practice 
is nowhere better illustrated than in the fact 
that massive doses of digitalis are still in use, to 
the extent that within ten years the author has 
had three cases of sudden death of a cardiac 
patient half an hour after a massive dose of 
digitalis. It was for this very reason, among 
others, that most cardiologists in this country 
gave up this method of using digitalis twenty 
years ago. This, however, is a stimulating and 
attractively written book which should be read 
by all cardiologists. 


Infant Feeding and Feeding Difficulties. By 
PuHILip EVANS, M.D., M.Sc., F.R.C.P., and 
RONALD MacKeITH, D.M., M.R.C.P., D.C.H. 
London: J. & A. Churchill Ltd., 1951. 
Pp. viii and 255. Figures 64. Price 
12s. 6d. 

Tuts small book deals with all aspects of normal 

feeding from birth to the end of the first year. 

Rightly, breast feeding, including antenatal pre- 

paration, is considered in great detail, and for the 

use of child welfare officers and health visitors 
could hardly be improved upon. Artificial 
feeding, a difficult subject, is dealt with descrip- 
tively, and the relative merits of the different 
foods and their preparation may confuse the 
beginner. The psychological aspects crop up 
in many of the chapters, especially in the one on 
feeding problems. The book is delightfully 
written and beautifully produced on good paper. 


Eyes in Industry. By D. A. CAMPBELL, 
M.B., B.S., W. J. B. RIDDELL, M_D., 
F.R.F.P.S., and Sir ARTHUR SALUSBURY 
MAcNALTY, K.C.B., M.D., F.R.C.P., F.R.C.S. 
London: Longmans, Green & Co., 1951. 
Pp. xv and 234. Illustrated. Price 30s. 


Tuts lucidly written book is designed to 
educate those responsible for the well-being, 
placement in industry and productivity of work 
people. The excellent introduction by Sir 
Stewart Duke-Elder might be read advan- 
tageously by all industrialists, as it deals ob- 
jectively with the economics of good vision; 
whilst his plea for an industrial eye service is 
most timely and should find many echoes. 
Contributions from the three authors deal 
successively with the physiology and ergo- 
nomics of sight, hazards and prevention and 
special aspects of eye injuries, including the 
psychology of sight. The expositions are clear 
and straightforward but it is hoped that future 
editions will avoid the repetition which occurs 
through two of the authors writing on hazards. 
The four appendices will serve as useful refer- 
ences to the practising industrial medical 
officer, especially those dealing with recom- 
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mended values of illumination and _ visual 
standards in industry. The statement on page 
157 of the first appendix that ‘many first aid men 
are extremely skilful at removing foreign bodies 
lightly embedded upon the surface of the 
cornea’ is open to challenge, as is the implied 
advocacy of the use of blunt spuds. The book 
can be thoroughly recommended to executives, 
personnel management, nurses, first aiders, 
medical students, and medical officers entering 
industria) medicine for the first time. 


Genetics in Ophthalmology. By ARNOLD 
SORSBY, M.D., F.R.c.S. London: Butter- 
worth & Co. (Publishers) Ltd., 1951. 
Pp. xi and 251; index 14. Figures 233. 
Price 42s. 

Genetic theory, isolated ocular anomalies, and 

generalized disorders with ocular aspects, form 

the three parts into which this book is divided. 

Let the critical reader attempt to steer a course 

between the Scylla of technical knowledge and 

the Charybdis of clinical acumen and it is 
probable that the result will be nothing like so 
good. The volume is written with an enviable 
verve and enthusiasm. There is a certain amount 
of duplication in the first part and theoretical 
considerations tend to create some obscurity. It 
is not made clear to the reader that a dominant 
condition is one in which the heterozygote is 
indistinguishable from one or other of the 
homozygotes. In almost all human pedigrees, 
said to be dominant, the observations are made 
upon the expression of the gene in the hetero- 
zygous form. This important fact may explain 

a great many variations found clinically and 

make it unnecessary to invoke the aid of more 

complex genetic mechanisms. The book is well 
illustrated and a pleasure to handle. 


Endocrine Diagnosis. By H. Ucko, M.v. 
London: Staples Press Ltd., 1951. Pp. 
xvi and 513. Figures 84. Price 42s. 

Tue text of this book is, as implied in its title, 

restricted to the diagnosis of endocrine dis- 

orders. It is divided into two parts, the first of 
which deals with differential diagnosis and the 
second with the more forma! description of in- 
dividual endocrine glands and their disorders. 
This division is useful, as it enables the reader 
to find quickly, and in one place, all that the 
author chooses to tell him about, for example, 
changes in the hair or the hands from endocrine 
causes. The numerous illustrations are, on the 
whole, good, and make their points clearly, but 
this is not true of some of the reproductions of 
the X-rays, which are too dark. The book is 
written primarily for the general practitioner and 
general physician, but the former will probably 
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wish to use a book that deals with all aspects 
of endocrinology and, in particular, with 
treatment. 


The Clinical Use of Testosterone. By 
Henry H. TuRNER, M.D., F.A.C.P. Spring- 
field, Illinois: Charles C Thomas; Ox- 
ford: Blackwell Scientific Publications 
Ltd., 1951. Pp. vii and 69. Figures 9. 
Price 16s. 6d. 

Tue author of this monograph shows an ad- 

mirable desire to be reticent in his claims for the 

value of testosterone in therapeutics. He refuses 
to give speculation more than its due, except 
possibly in the section of the Addenda that 
refers to the use of sex hormones in rheumatoid 
arthritis, and even here his personal views show 

a proper caution. Most sections, including the 

welcome Addenda, are over-brief and could be 

expanded with advantage. This slim volume is 
expensive, but the quality of its production adds 
considerably to the reader’s pleasure. 


NEW EDITIONS 


Recent Progress in Psychiatry, Vol. II, edited by 
G. W. T. H. Fleming, M.R.C.S., L.R.C.P., D.P.M., 
in its second edition (J. & A. Churchill Ltd., 
50s.) is an authoritative presentation of advances 
in thought and trends of research with an ac- 
count of the material on which they are based. 
In the twenty-four chapters, the physical ap- 
proach to disorder of mind predominates, and 
the chapters on physiology, biochemistry, 
genetics and neuropathology give an exciting 
impression of the harvest which is being reaped 
from the application of scientific method in this 
field during the past twenty years. Great in- 
terest attaches to the chapter on cybernetics as 
applied to the nervous system, by W. R. 
Ashby. Cybernetics is the name now given to the 
branch of science which concerns itself with 
systems of communication, the information they 
carry and the control of one system by another. 
Its rapid development under the stimulus of 
radar research and the development of complex 
electronic calculating machines has offered 
many tempting analogies with the activities of 
the central nervous system, and Professor 
Golla’s restrained appraisal of its present im- 
portance in his chapter on ‘physiological 
psychology’ makes fascinating reading. In read- 
ing these chapters the dross of psychiatric 
literature is forgotten as the gold of sound 
progress is revealed. It can be realized that even 
if the etiology of schizophrenia is still as elusive 
as that of cancer, scientific psychiatry need no 
longer apologize for its existence. Although the 
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book is intended for specialists, so much of it 
relates to basic questions of brain and mind that 
it will be of interest to all who concern them- 
selves with the fundamentals of human be- 
haviour. 


Progress in Gynecology, Vol. II, edited by J. V. 
Meigs, M.D., and S. H. Sturgis, m.p. (Wm. 
Heinemann (Medical Books) Ltd., 60s.). When 
this book appeared some four years ago it was 
evident that it would establish its position in 
the library of the gynecologist and practitioner 
interested in gynecology. The range of its 
authors, their eminence, and the scope of the 
subjects ensure this. The second edition in 
general is very similar to the first, although all 
chapters carried over from the first edition have 
been revised. Some 270 pages have been added 
and there are 78 authors compared with 71. The 
contributors are leaders in their fields of 
gynecology and allied subjects on the North 
American Continent, though space has been 
made for five authorities from Britain, France, 
Denmark, and Sweden. Of the new subjects 
introduced the most interesting are the intrinsic 
metabolism of the endometrium, hydatidiform 
mole and chorionepithelioma, and the present 
status of carcinoma in situ of the cervix. Schiller 
contributes as before in his stimulating manner, 
and Teilum has added interest to the section 
on ovarian neoplasms. More useful biblio- 
graphies are given in this edition. 


Tue seventh edition of A+ Handbook of 
Ophthalmology, by Humphrey Neame, F.R.c.s., 
and F. A. Williamson-Noble F.r.c.s. (J. & A. 
Churchill Ltd., 22s. 6d.) appears only three 
years after the previous edition, but nevertheless 
a number of additions have been made: the use 
of streptomycin in infections due to gram- 
negative organisms, of aureomycin in conjunc- 
tivitis, of penicillin for injection beneath the 
conjunctiva in intraocular infections, and its 
use systemically and by cisternal injection in 
cavernous sinus thrombosis, and the marked 
improvement in prognosis produced thereby; 
also the use of iodine for cauterization of corneal 
ulcers. Other changes have been made to bring 
this well-known textbook of ophthalmology up 
to date. The illustrations, which number 155 
and 13 coloured plates, are beautifully produced. 





‘The contents for the July issue, which will contain a sym- 
osium on ‘Malignant Disease’, will be found on page 
xviii at the end of the advertisement section. 





Notes and Preparations see page 623 
Fifty Years Ago see page 627 
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An increasingly 
important factor in 
the treatment of 


PEPTIC ULCERS 
SKIN DISORDERS 
FATIGUE AND ASTHENIC STATES 
BLOOD DYSCRASIAS 
ACUTE INFECTIONS 
WOUNDS AND FRACTURES 
GUM INFECTIONS 


In all these maladies valuable results from the use of 
natural vitamin C, in the form of Ribena, are con- 
stantly being reported—even in obstinate cases. Ribena 
is the pure undiluted juice of fresh ripe blackcurrants 
with cane sugar. It is delicious to take and, being freed 
from all cellular structure of the fruit, will not upset 
the most delicate stomach. It is exceptionally rich in 
natural vitamin C (not less than 20mgm. per fluid 
ounce) and associated factors. 


Ask your secretary to write for more detailed 
information now 


Ribena 


(RIBES NIGRA) 


BLACKCURRANT SYRUP 
Rich in natural Vitamin C 


* 


H. W. CARTER & CO. LTD. (Dept. 5.1), 
THE ROYAL FOREST FACTORY. COLEFORD, GLOUCESTER. 
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TWO ANTIHISTAMINES 


IN ONE TABLET 


DIBISTIN 


(Antistin 0.05 g. plus Pyribenzamine 0.02. 
INCREASED PERCENTAGE OF SUCCESS 
RAPID ACTION 


WELL TOLERATED 


Sugar coated tablets in bottles of 20 (4/-), 100 (16/-) and 500 (65 
hese prices are subject to the usual discounts. Dibistin is exempt 


from Purchase Tax 


684 


registered trade mark: Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


¢: Horsham 1234 Telegrams» Cibalabs, Horshan 



































NOTES AND PREPARATIONS 


NEW PREPARATIONS 
APOLOMINE contains riboflavine, 4 mg., pyri- 
doxine hydrochloride, 2.5 mg., nicotinamide, 25 
mg., atropine sulphate, o.1 mg., hyoscine hydro- 
bromide, 0.2 mg., and benzocaine, 100 mg. 
‘Apolomine Plus’ contains in addition ‘luminal’ 
(phenobarbitone), 15 mg. per tablet, to give 
additional sedative effect when required. Both 
products have been prepared primarily for the 
relief of morning sickness in pregnancy, but 
both are stated to be ‘also worthy of trial in 
motion and irradiation sickness’. ‘Apolomine’ is 
issued in tablet form, in bottles of 25, 100, 250 
and 1000; ‘Apolomine Plus’ in tablets, S.4, in 
bottles of 25, 100 and 250. (Bayer Products Ltd., 
Africa House, Kingsway, London, W.C.z2.) 


DisisTIN is a combined antihistamine product 
containing in each tablet ‘antistin’ (2-phenyl- 
benzylaminoethy! imidazoline hydrochloride), 
0.05 mg., and ‘pyribenzamine’ (N-benzyl-N- 
(a-pyridyl)-N’-dimethylethylenediamine hydro- 
chloride), 0.025 g. The use of ‘Dibistin’ is 
indicated in allergic conditions: allergic rhinitis, 
hay fever, urticaria, angioneurotic cadema, 
allergic dermatoses and pruritic conditions, 


drug and serum sensitivity, and travel sickness. 


‘Dibistin’, which is stated to be well tolerated 
and to produce rapid response, is issued in the 
form of sugar-coated tablets, in bottles of 20, 
100 and 500. (Ciba Laboratories Ltd., Horsham, 
Sussex.) 


‘QvuosH QuINs’ comprise a range of five pure 
fruit squashes—orange, lemon, grape fruit, lime 
juice, lemon barley—manufactured at Carter’s 
Forest of Dean Factory. Other products are 
‘Quosh Milkshake Syrups’—vanilla, raspberry, 
lemon, orange, lime, banana, pineapple, straw- 
berry, coffee—and ‘Quosh Cordials’—black- 
currant, ginger, peppermint. All these products 
are issued in 26-ounce bottles, and the ‘milk- 
shake syrups’ in bulk gallon jars in addition to 
the 26-ounce bottle. Another popular production 
of Messrs. Carter is the well-known ‘Ripena’ 
which is used therapeutically for the administra- 
tion of natural vitamin C in the form of black- 
currant juice. (H. W. Carter & Co., Ltd., the 
Royal Forest Factory, Coleford, Glos.) 
NEOSELAROM.—This sodium-free salt sub- 
stitute, for use in conjunction with sodium- 
restricted diet in cardiac and renal diseases, can 
now be prescribed on form E.C.10. (Bayer 
Products Ltd., Africa House, Kingsway, 
London, W.C.z.) 


NEW APPARATUS 
OsteoLocicaL Mope.s.—These models, which 
are made of plastic material or rubber, have 
been devised for demonstration units for 
medical and educational purposes. They in- 
clude: a sculptured, articulated skeleton with 
muscular attachments shown in colour; kidney 
models (one in book form to demonstrate the 
anatomy and functions of the organ); a tutorial 
eye; the obstetric pelvis and fetal skull; and a 
flexible brain with anatomical markings in 
colour. This last item has been an exhibit of 
interest at the British Industries Fair. (Educa- 
tional and Scientific Plastics, Ltd., 392a London 
Road, Croydon, Surrey.) 


THE HISTORY OF PHARMACY 

At the Wellcome Research Institution, 183-193 
Euston Road, London, N.W.1, from May 9 to 
September 28, an Exhibition illustrating the 
‘History of Pharmacy’ is being presented by the 
Wellcome Foundation as a contribution to the 
Festival of Britain. The Exhibition is open to 
the public daily (except Saturdays and Sundays) 
from 10.0 a.m. to 5.0 p.m. Also, at the Wellcome 
Historical Medical Museum, 28 Portman 
Square, London, W.1, the following interesting 
series of exhibitions, all open to the public, 
have been organized: ‘Prehistoric Man in 
Health and Sickness’ (closing end of June); 
‘British Medicine and the Continent, 1600-1800’ 
(open from early June onwards); “The Medicine 
of Aboriginal Peoples in the British Common- 
wealth’ (open from early July onwards). The 
same times for viewing as given above apply to 
all these exhibitions 


CORTISONE SUPPLIES 
AccorDING to Merck & Co., Inc., the manu- 
facturers of cortisone, the present shortage, 
which has aroused so much press comment in 
the United States, is due to the fact that 
although enough cortisone is being produced 
‘to care for tens of thousands of patients, the 
demand for cortisone hundreds of 
thousands of people’. Current supplies are being 
allocated to wholesale distributors throughout 
the United States on the basis of the geographical 
incidence of disease in the treatment of which 
cortisone is effective. With regard to the out- 
bursts about ‘black markets’ and exorbitant 
prices, it is pointed out that ‘under the anti- 
trust laws, the company has no power to control 
prices or specify distribution practices after it 
has sold the product to its customers’. Under the 
export control regulations of the Federal 
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Government, a small percentage of total output 
is licensed for export to foreign countries. It is 
hoped to triple present output by the middle of 
1952, mainly by means of a new plant now being 
built at a cost of $7,000,000. The price of the 
drug, which in August 1949 was $200 per 
gramme, has now fallen to $22.40. This is the 
price to wholesalers, and the suggested price for 
hospitals is $28 per gramme, and to physicians 
$35 per gramme. 


PUBLICATIONS 
The Medical Directory 1951, the 107th annual 
issue of this indispensable guide to the medical 
profession, contains a welcome new feature- 
the index to hospitals is now arranged both 
alphabetically and under Regions. This will 
save much weary searching when ignorant of the 
exact area of any hospital. The Ministry of 
Pensions hospitals are given in a separate list. 
The numerical summary of the medical pro- 
fession shows an increase of nearly 2000 over 
the figure for 1950, and over 14,000 compared 
with 1942. The Medical Directory is one of the 
world’s finest reference books, and every 
practitioner will benefit by possessing it. (J. & 
A. Churchill Ltd., 104 Gloucester Place, 
London, W.1, 2 vols., price 63s.) 


Illegitimate Children and Their Parents. Edited 
by Lena M. Jeger, 8.a. The aim of this book, 
which is published by the National Council 
for the Unmarried Mother and Her Child, is 
‘to set out the legal position of illegitimate 
children and their parents, and to explain the 
social services, statutory and voluntary, which 
are available to them’. In his introduction, 
Professor Alan Moncrieff describes it as ‘a 
guide to the legal and social aspects of a serious 
national problem’. As such it could scarcely be 
bettered, and it is a reference book which should 
be in the possession of every practitioner and all 
social workers. (The National Counci! for the 
Unmarried Mother and Her Child, 21 Coram 
Street, London, W.C.1, price 3s., or 3s. 6d 
including postage and packing.) 


Classified Bibliography of Gerontology and 
Geriatrics.—We have received from The Forest 
Park Foundation, Commercial Bank Building, 
Peoria 2, Illinois, U.S.A., a most useful com- 
prehensive, and elegantly produced ‘Classified 
Bibliography of Gerontology and Geriatrics’, 
prepared for Stanford University under a grant 
from The Forest Park Foundation by Nathan 
W. Shock, Chief, Section on Gerontology, 
National Heart Institute, National Institutes of 
Health and Baltimore City Hospitals. The 


literature on gerontology is so enormous and so 
widely scattered that this bibliography will fill a 
real need. Its 18,036 items are arranged under 
the following headings: biology of ageing; 
organ systems; geriatrics; psychological pro- 
cesses; social and economic aspects; miscel- 
laneous. When available, references to abstracts 
are included. The book concludes with abbrevia- 
tions of journals cited and author and subject 
index. (Stanford, Calfornia: Stanford Uni- 
versity Press; London: Geoffrey Cumberlege, 
Oxford University Press, Amen House, War- 
wick Square, E.C.4, price 120s. or $15.) 


Annotated Bibliography of Cortisone, A.C.T.H 
and Related Hormonal Substances. This, the 
second number of the bibliography produced 
quarterly by the Cortisone Committee of the 
Empire Rheumatism Council, covers publica- 
tions in English up to November 1950. Of the 
eighty articles listed or abstracted, two only are 
from journals published outside Great Britain 
or the United States. The value of this publica- 
tion would be much enhanced if some uniformity 
could be attained in the use of journal abbrevia- 
tions. (General Secretary, Empire Rheumatism 
Council, Tavistock House (N), Tavistock 
Square, London, W.C.1, price 5s.) 


Continuous Aspiration in Venepuncture and 
Intravenous Injection, by A. G. Pehaczek, M.D., 
deals, as the title indicates, with the method of 
continuous aspiration, and the author describes 
the technique and devices used to ensure its 
success. The instrument employed and _ its 
adaptation for intravenous injection are also 
explained. The second and third sections are 
devoted to the technique of puncture of the 
vein, and causes of failure to perform intra- 
venous injection. The monograph is well illus- 
trated. (John Smith & Son (Glasgow) Ltd., 
26-30 Gibson Street, Hillhead, Glasgow, 4s.) 


Advice to the Expec tant Mother on the Care 
of Her Health and that of Her Child, by 
F. J. Browne, M.D., D.Sc., F.R.C.S.ED., F.R.C.O.G., 
is a useful little book written especially for the 
use of the expectant mother in conjunction with 
her medical adviser. The importance and 
benefits of antenatal care, hygiene during preg- 
nancy, common disorders of pregnancy, pre- 
parations for confinement, the feeding and 
general care of baby are all covered. There is a 
useful section on the premature baby, in which 
the importance to the infant of the mother’s 
milk is stressed; and also a chapter devoted to 
the explanation of pregnancy and labour. (E. & 
S. Livingstone Ltd., 9th edition, price 15.) 


CONTINUED ON PAGE 626 
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THE CHEMOTHERAPY OF TUBERCULOSIS WITH P.AS. 


‘"PASHETS’ 


THE SHORT NAME FOR « PARAMISAN * CACHETS 


the truly economical way to buy 
and administer P.ALS. 


Cheap buying is not always true economy. Efficiency in use is an imporiant 
part of the total cost of an article. The presentation of ‘ Paramisan ‘ in the 
form of CACHETS has made a considerable contribution to the problem of 
handling and administering P.A.S. Cachets are simple to deal with from 
dispensary to patient. There is no waste because they do not decompose 
n storage or spill in use. They provide an accurate dose without weighing 


r measuring 


nsider these further advantages 


ABSOLUTE FRESHNESS: ‘PASHETS’ bring the drug fresh to the patient 
CERTAIN LIBERATION: ‘PASHETS' disintegrate quickly when swal 


lowed, thus ensuring rapid and certain liberation of the drug 


ACCEPTABLE TO PATIENT: ‘PASHETS’ are surprisingly easy t 


swallow, leave no unpleasant taste and mean less '' swallows '' per day 
ft r 


These advantages maintain the co-operation of the patient—make f 
quicker recovery and rehabilitation 


IDEAL FOR DOMICILIARY TREATMENT: ‘PASHETS' are easy 1 
lispense, convenient to carry, accurate and simple to take 

Without doubt an efficient and acceptable form of presentation for 
patient and the staff. The truly economical way to buy and administer P.A.S 


‘PARAMISAN (2 


CACHETS CONTAINING |.5g., SODIUM para-AMINOSALICYLATE 
MOISTURE-PROOF WRAPS OF 10 IN CONTAINERS OF 100 & 500 ‘ PASHETS ° 


the 








PASHETS* and ‘PARAMISAN ' ore the Trade Morks of 


HERTS PHARMACEUTICALS LTD., WELWYN GARDEN CITY, ENGLAND 
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The Diagnosis of Smallpox, by C. W. Dixon, 
M.D., senior lecturer, department of preventive 
medicine and public health, University of Leeds, 
has been written to make practitioners aware of 
the diagnostic features of smallpox. In the early 
stages these are apt to be very different from the 
classical descriptions provided in the textbooks, 
and this is probably one of the reasons why cases 
are missed in the critical early stages. The aim 
of this well-written, concise booklet, with its 
coloured inset, is to provide a brief but adequate 
description of the early stages of smallpox. As 
such it can be thoroughly recommended to 
practitioners, who would be wise to possess 
themselves of a copy, in view of the recurring 
tendency to minor outbreaks as a result of the 
grossly under-vaccinated state of the country. 
(H. Grayshon Lumby, 32 Hyde 
Leeds, 2, price 2s.) 


Terrace, 


Biochemistry and Sulphur is the title of the 
twenty-third Jesse Boot Foundation Lecture 
delivered last year before the University of 
Nottingham by Professor R. A. Peters. It deals 
primarily with the work done by the author and 
his colleagues which led up to the discovery of 
British Anti-Lewisite (B.A.L.). (The Registrar, 
The University, Nottingham, price 1s. 6d.) 


The Day Hospital: An Experiment in Social 
Psychiatry and Syntho-Analytic Psychotherapy, 
by Joshua Bierer, M.D., D.Econ., describes a 
new institution in the field of prophylaxis and 
treatment of and mental 
which should close the gap between the in- 
patient and the out-patient department. It is 
based on the principles of ‘Social Psychiatry 
and Syntho-Analytic Psychotherapy’. Illustra- 
histories of chronic and acute 
psychotics and neurotics, delinquents, and 
offenders, and examples from  child-parent 
guidance are given. (H. K. Lewis & Co., Ltd., 
price 6s., paper covers.) 


nervous disorders, 


tive case 
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Memorandum on the Supervision of Nurses’ 
Health contains, among others, useful recom- 
mendations on prevention of tuberculosis. Each 
nurse should be Mantoux-tested before or on 
admission, and if the result is negative, she 
should be offered B.C.G. vaccination. Nurses 
attending pulmonary tuberculosis 
should be X-rayed every three months. This 
document should be in the hands of hospital 
superintendents and secretaries, matrons, and 
physicians in charge of nurses. (Secretary, King 
Edward’s Hospital, Fund, 10 Old Jewry, 
London, E.C.2.) 


cases of 


NAPT Handbook of Tuberculosis? Actix ities in 
Great. Britain and the™ Commonwe alth. We 
welcome the 13th edition of this comprehensive 
directory of hospitals, sanatoria, and clinics, 
Regional Hospital Boards and Hospital Manage- 
ment Committees, and of tuberculosis services 
in the Commonwealth. The first edition to be 
published since the National Health Service 
came into being, it gives the names of medical 
staff, addresses, telephone numbers, and clinic 
hours; the various organizations interested in 
tuberculosis, journals on tuberculosis, and has 
a full index. (NAPT, Tavistock House North, 
London, W.C.1, price 30s.) 

Abbott Laboratories —We have received from 
the Abbott Laboratories Ltd., 3 Wadsworth 
Road, Perivale, Greenford, Middlesex, a 
handsomely illustrated booklet describing their 
new laboratories at Jarrow-on-Tyne, County 
Durham, which are now open for inspection. 


INDEX AND BINDING CASES 

THE index to Vol. 166 (January-June, 1951) will be for- 
warded to all subscribers with the July, 1951, issue 
Binding cases for this and previous volumes are available 
in green cloth with gilt lettering, price 5s. each, post free. 
The cases are made to hold six copies after the advertise- 
ment pages have been removed; they are not self-binding 
Alternatively, subscribers’ copies can be bound at an 
inclusive charge of 12s. 6d. per volume; this includes the 
cost of the binding case and return postage 


THE PRACTITIONER: 50 Years Ago. See page 627 
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available for selected short service officers. 


civil hospitals, etc. 
S.W.1. 





ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers in the Royal Navy—preferably below 
They must be British subjects whose parents are British subjects, and be medically fit 
No examination will be held but an interview will be required 
short service after which gratuity of £600 (tax free) is payable, but permanent commissions are 
Officers entered on or after 
be eligible to be considered for ante-dates of seniority up to 2 years for service in recognised 
FOR FULL DETAILS APPLY MEDICAL DIRECTOR-GENERAL, ADMIRALTY, 


Initial entry will be for 4 years’ 


Ist January, 1951, will 
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The dangers of 


OVERWEIGHT... 


The cause of 
overweight is over-eating, and 
the logical treatment for this condition is 
a reduced diet. Many patients, however, cannot 
be relied upon to suffer the rigours of self-denial. 
* Dexedrine ’ Tablets curb the appetite of the overweight 
patient and make it easy to adhere to a low-calorie diet. 
Weight reduction follows—and is maintained 
as a natural consequence, and the dangers 
of overweight which inevitably threaten 
health and expectation of life are 


thus averted. 
/ Curb excessive 
appetite and 


~ “Dexedrine? 4 


adherence to a 


t a b | e t § prescribed diet 


Each tablet contains § mg. dextro-amphetamine sulphate 





MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade mark ‘Dexedrine’ 
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THE MENOPAUSE... 
Rapid abeal 


of lhe sumploms 


Lynoral derived from the natural cestrogen controls 
menopausal symptoms without side effects. It also 
has the advantage of simple oral administration. 
The mental depression commonly associated with 
the menopause is speedily relieved and the feeling 


of well-being induced is most striking. 





Tablets of 0.0! mg., 0.05 mg. and | mg. (scored) Tubes of 25 Bottles of 100 





Literoture on request 


RGANON asorarorics ttp 


BRETTENHAM HOUSE, LONDON, W.C.2 
Telephone : TEMple Bar 6785/6/7 and 0251/2 Telegrams : Menformon, Rand, London 
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fifty Bears Ago 


‘If no use is made of the labours of past ages, the world must remain always in the infancy of 


knowledge.’— 


JUNE, 


‘THE sympesium this month is a novei one, with 
an eminently modern appeal—on hospital 
management. ‘Superfine critics (the Editor be- 
lieves) object to this use of the word “sym- 
posium”’ as unwarranted by etymology . But 
in matters of speech, as Horace tells us, common 
usage is the only law; 
us in having a “‘symposium’’ on some topic of 
the day without other drink than the flow of 
soul. To return from this philological digression 
to the matter in hand, great pains have been 
taken to collect a body of opinion on the subject 
of hospital management as varied and as re- 
presentative as possible, so that the professional 
and the lay view should be placed fully and 
fairly before the readers of The Practitioner’ 
The symposium is opened by the Rev. Henry 
Wace, D.D., Prebendary of St. Paul’s, and 
Chairman of the Committee of Management of 
King’s College Hospital from 1886-1897, 
‘An Ex Cathedra Opinion’ on “The Question of 
Hospital Management from the and the 
Medical Points of View’. His conclusions are 
worth quoting: “The 
Committee of Management is thus one in which 
men of business, who represent the practical 


and convenience justifies 


with 
Lay 


ideal constitution of a 


purposes of the charity, and who are accustomed 
to deal with public affairs, are predominant, and 
in which the various professional interests which 
are essential parts of a modern hospital have a 


secondary, but an adequate representation 
Such a constitution is calculated at once to give 
confidence to the subscribers and to the public 
at large, who look mainly to the due dispensa- 
tion of charitable relief to the sick and suffering, 
and at the same time to give assurance to the 
great professions, on whose work the whole 
efficiency of a hospital depends, that the needs 
and requirements of science will be duly con- 
sidered . . . I must needs add, though it does not 
quite become me, that a great deal will depend 

. upon the capacity of the Chairman’. John 
Murray, ‘whose name is a household word 
among all lovers of books, and who has also 
had many years’ experience in hospital manage- 
ment in connection with the Children’s Hospital, 
Great Ormond Street’, in an article, “The Views 
of a Committee Man’, writes that ‘A good 
Secretary is worth a handsome salary in any 


Cicero 


190! 


hospital, for the smooth and even working of the 
machine depends in a great measure on his 
tact and energy. The corresponding danger 

is that he should, by his intimate knowledge of 
details, precedents, and persons, gain an over- 
mastering influence in the management... . If 
the Committee be likened to the arch which 


Sir Thomas Clifford Allbutt, 
K.C.B., M.D., F.R.S. (1836-1925) 


bears the chief burden of the structure, the 
Chairman may be fairly described as the key 
stone of the arch’. The writer concludes by 
saying that, although he is in favour of giving 
to the medical staff ‘the freest possible hand in 
all professional work, and the readiest means of 
communicating their wants, their complaints, 
and their advice to the central authority’, he is 
decidedly opposed to ‘any system which would 
grant them, or enable them to acquire, a pre- 
ponderant influence in administrative matters’ 
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Firty YEARS AGO—continued 
The Medical View of Hospital Management’ is 
expounded by Isambard Owen, Physician to 
St. George’s Hospital, A. E. Sansom, Physician 
to the London Hospital, G. A. Gibson of the 
Royal Infirmary, Edinburgh, Sir John W 
Moore of Dublin, Sir Clifford Allbutt, Regius 
Professor of Physic at Cambridge, Robert 
Saundby of Birmingham, E. 5. Reynolds of 
Manchester, George R. Murray of Newcastle, 
F. W. Burton-Fanning of Norwich, E. Markham 
Skerritt of Bristol, and Sir William Banks of 
Liverpool. Sir Clifford Allbutt characteristic- 
ally concludes his contribution: ‘When I visit 
a county town I am often tempted to visit its 
hospital, where too frequentiy I find admirable 
buildings, excellent food, smart nurses, helpless 
patients, but of medical science—! Lay manage- 
ment in excelsis!’ 

Included in ‘Notes on Recent Surgical Books’ 
is a comment on the second edition of Henry T 
Butlin’s ‘Operative Surgery of Malignant 
Disease’, in which ‘Mr. Berry deals with the 
thyroid body, Mr. Bruce Clarke with the kidney, 
Mr. Doran with the ovary and uterus, Mr. 
Furnivall with the stomach, intestine and rec- 
tum, Mr. Jessop with the eye, and Mr. Waring 
with the liver and gall-bladder. Advantages and 
the opposite accrue from this sub-division of 
labour. On the one hand we gain from the 
more extended experience of men who have 
given special attention to these subjects, but 
on the other we lose the clear acumen and sound 
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judgment of a man of Mr. Butlin’s calibre and 
standing’. 

Sir StClair Thomson reviews in a charac- 
teristically delightful manner a translation of 
Ludwig Griinwald’s “Treatise on Nasal Sup- 
puration; or Suppurative Diseases of the Nose 
and its Accessory Cavities’: ‘Is ozena destined 
to vanish from our nosology? This is one of the 
many ideas prompted by this thought-stimulating 
treatise. The duthor of it does not exactly dis- 
miss ozena as no longer a disease sui generis, but 
his writing appears to have done very much" for 
that affection what the recognition of ap- 
pendicitis and all its complications has done for 
what used to be known as “‘intestinal obstruction 
and inflammation of the bowels’’; that is, reduce 
it to such limits that it almost vanishes from 
sight . . . We must express the highest admira- 
tion for the way in which Dr. Lamb has turned 
the involved German into 
running English, which it is a pleasure to read’. 

‘Practical Notes’ include an ‘easy and ex- 
peditious method of administering cod-liver oil 
to delicate infants’: “The nurse moistens the 
point of her little finger with the oil and then 
places it in the infant’s mouth. This operation is 
repeated some five or six times in the twenty- 
four hours. By taking the oil in these minute 
repeated doses it has no disagreeable effects; on 
the contrary, the child rather likes it, and sucks 
the nurse’s oily finger with evident pleasure’. 


W.R.B. 


sentences easily 


In view of these analytical and 


general evidences this brandy may be described 
as particularly suitable for medicinal purposes.” , , 


See “LANCET” July 22” 1899 p. 219 
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Vtte FOLIC ACID <p 
Lederle 


ADVANTAGES OF FOLIC ACID 


Folic acid . . . the fourth important member of the vitamin B 
complex . . . is of equal value with thiamine, riboflavin and niacina- 
mide . . . essential to the nutrition of almost all forms of life 
Conjugated folic acid is present in a great variety of foods taken normally io 
the diet. For supplementary use and therapy, folic acid, given in pure 


form, facilitates accurate and continuous dosage 


INDICATIONS The specific effect of folic acid is on the bone 


marrow. When the marrow is in a state of megaloblastic arrest, 
usually reflected in the blood stream by macrocytosis, anisocytosis 
and poikilocytosis, folic acid tends to produce reversion to normal 
cytology. It is effective in the treatment of the hemopoietic and 
gastrointestinal lesions of the following megaloblastic anemias : gastro- 
enteric, pregnancy, malnutrition (including pellagra), tapeworm 
infestation, and that of infancy and childhood 
* Trade Mark pone Solution : 18 mgm.jc.c. Boxes of 12 1 c.c. Ampoudes. 
Tablets : 5 mgm., in Tubes of 25, Bottles of 100 and 1000. 
Literature available on request Elixir : 5 mgm.j/per teaspoonful (4 c.c.), 4 oz. bottles. 


LEDERLE LABORATORIES DIVISION 
Oyanamid Products Lid 


BRETIENHAM HOUSE, LANCASTER PLACE, Louogn w.c. 
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Isn’t this the answer? 
says OLD HETHERS 


Although most people know about Robinson’s 
‘Patent’ Barley, there are still a few who think 
that making barley water involves a lot of 
tiresome stewing and straining of pearl 
barley. Now, if a patient needs barley 
water isn’t Robinson’s just the answer ? 

You see, with Robinson’s it’s as 

easy as making cocoa and saves 

so much trouble for those who 

have to look after an invalid. 


Robinson ’s patent BARLEY 


CVS-33 





| Pioglas 
VITA-E 75 1.U 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.l. alpha- 
tocophery! acetate. 
This therapy is today extensively prescribed in the U.K 

Also available a complete range of endocrine and endocrine-vitamin pre- 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 
CORTISONE and ACTH). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “‘ BIOGLAN TOLMBRS” Lit lure on ' Poone: CUFFLEY 2187 
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Hypertensive patients are fre- 

quently put on low sodium diets which tend 

to be very unpalatable. Because of its salt content 

Marmite is not allowed as a source of B, vitamins in these diets. 

An unsalted yeast extract can be supplied to hospitals, and on discharge 

from hospital patients can obtain it on a prescription. Although this 

extract has a less piquant flavour than Marmite it serves to improve the 

taste of many dishes for the patient who is on a low sodium diet for a 
long period. 

Packed in | Ib. and 7 Ib. tins 


Further information direct from 


THE MARMITE FOOD EXTRACT CO. LTD., 


35, Seething Lane, London, E.C.3 








Maintaining ==“ 


anzesthetic equipment 
at peak efficiency 


Only rezular systematic servicing can ensure thee 
zspporstus is maintained at the highest standard of 
s2fety end efficicnzs. The 6.0.C. service—in complete 
accord with B.S.!. C-de of Practice—provides such a 
service for hospitals througou: the country By 
quarterly visits. fully trained eng. neers maintain all 
your medical gis equipment, as well a pipe-lins 
instaliztions, at the peak of efficiency—thus reducing 
the possibilities of trouble which may follow from inexpert maintenance. A leaflet fully describing 
the scope of chis very comprehensive scheme will gladly be supplied on request 


THE BRITISH OXYGEN CO. LTD 


LoOonNooin & BRAN CHE S 
INCORPORATING A. CHARLES KING LTD 
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ASPIRIN 


is an acidic substance, sparingly soluble. 


DISPRIN 


is neutral, stable, soluble-and palatable 


he reasons for preferring calcium aspirin to 
aspirin lie chiefly in the fact that it is a neutral, 
soluble and bland compound, whereas aspirin 

is acidic, sparingly soluble and may act as 

a gastric irritant. 


But calcium aspirin has a defect Extended clinical trials show that 


of its own—chemical instability ; 
and in consequence attempts to 
manufacture it in the form of tab- 
lets that could be depended upon 
to remain free of nauseous break- 


Disprin in massive dosage, even 
over long periods, can be tolerated 
without the development of gastric 
or systemic disturbances except in 
cases of extreme hypersensitivity 


down products, under reasonable 
conditions of storage, have hitherto 
met with little These 
difficulties have now been over- 
come. ‘ Disprin,’ a stable, tablet 
preparation, readily dissolves to 
yield a substantially neutral and 
palatable solution of calcium aspirin 
that can be prescribed in all con- 
ditions in which acetylsalicylate 
administration is indicated. 


DpE°ESPRIiN” 


Neutral, stable, soluble, palatable calcium aspirin 


success 








On prescription Disprin is free of Purchase Tax. 
Clinical sample and literature supplied on application 


RECKITT & COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 
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7 Cestra Mask 


For SURGEONS and NURSES 


BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 
FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this 


mask was designed to 


arrest all droplets from the mouth and nose, and so to prevent 


contamination during operation. The “* Cestra 
It fastens securely under the chin, 


4 layers of Fine dental Gauze. 


Mask consists of 


has an air gap at the sides, is comfortable to wear for long periods 


and may be easily sterilized. 


Obtainabdie from Chemists and Medico! Stores Led., 
Lenden Office: King's Bourne House, 229/231 High Holborn. LONDON, W.C.! 


Made by 


oe 
Satna 
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COMBINED ATTACK 
ON FUNGAL INFECTIONS 


THE COMBINED APPLICATION of Mycil Ointment and 
Mycil Dusting Powder is effective in the treatment 
of fungal infections of the skin and particularly of 
when clinical cure has been effected. Its absorptive 
properties are effective in the treatment of excessive 
perspiration. Mycil preparations are non-mercurial 
and may safely be applied over a prolonged period. 


2 5a 


Oimtment in collapsible metal tubes. 
Dusting Powder in sprinkler drums. 
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